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ULO , CONTRAINDICATIONS: 


A single chemical entity, 
alpha-(2-dimethylamino- 
ethyl)-o-chlorobenzhydrol 
hydrochloride, generically 
termed ‘“‘chlophedianol hy- 
drochloride.”” 


INDICATIONS: 
Upper respiratory infections 
Common cold 
Influenza 
Pneumonia 
Bronchitis 
Tracheitis 
Laryngitis 

Croup 

Pertussis 
Pleurisy 


There are no known contraindi- 
cations. 


SIDE EFFECTS: 


These occur only occasionally 
and have been mild. Nausea 
and dizziness have occurred in- 
frequently; vomiting and drowsi- 


_ ness rarely. As with all centrally 


acting drugs, an infrequent case 
may develop excitation, hyper- 
irritability and nightmares. The 
symptoms disappear within a 
few hours after the drug is dis- 
continued. In three cases (1 
adult and 2 children) where the 
drug was continued in large or 
even excessive amounts after 
stimulation was present, hallu- 
cinations developed. Upon with- 
drawal of the medication, the 
patients recovered rapidly with- 
in a few hours. 





ULC— 


chlophedianol hydrochloride 


SYRUP 





for control of acute cough regardless of etiology 


The cough suppres- 
sant power of ULO 
is fully as great as 
that of the narcotics, 
though it reaches 
peak action some- 
what more slowly. 


After reaching peak 
action, ULO main- 
tains its maximal 
cough-suppressant 
effect undiminished 
for 4 to 8 hours. 


ULO is free from the 
limitations and un- 
desirable side ef- 
fects of narcotics... 
There is no constipa- 
tion; no gastric irri- 
tation; no appetite 
suppression; no tol- 
erance develop- 
ment; no respiratory 
depression. 


DOSAGE: 


ADULTS: 

25 mg. (1 teaspoonful) 3 or 4 
times daily as required; 
CHILDREN: 


6 to 12 years of age — 12.5 to 25 
mg. (44 to 1 teaspoonful) 3 or 
4 times daily as required; 

2 to 6 years of age—12.5 mg. 
(% teaspoonful) 3 or 4 times 
daily as required. 


AVAILABILITY: 


ULO Syrup, 25 mg. per 5 cc. (1 
teaspoonful) in bottles of 12 
fluid ounces. 


CAUTION: 


Federal Law Prohibits dispens- 
ing without Prescription. 


Riker RIKER LABORATORIES, INC. 
NORTHRIDGE, CALIFORNIA 
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during pregnancy... 
throughout lactation 


Natabec’ 
Kapseals* 


prenatal vitamin-mineral formula 


Prescribed as a prenatal 

supplement, NATABEC provides 10 
vitamins with calcium and iron plus 
intrinsic factor concentrate and 

rutin. These easy-to-swallow Kapseals 
compensate for the increased demands 
of pregnancy and lactation... help to promote 

better health for both mother and child. 

Each NATABEC Kapseal contains: Calcium 
carbonate—600 mg.; Ferrous sulfate—150 mg,; 
Vitamin A (1.2 mg.)—4000 units; Vitamin D 

(10 mcg.)—400 units; Vitamin B, 

(thiamine) mononitrate—3 mg.; Vitamin B, 
(riboflavin)—2 mg.; Vitamin B,. (crystalline) — 
2mcg.; Folic acid—0.25 mg.; Synkamin® (as the 
hydrochloride) —0.5 mg.; Rutin—10 mg.; Nicotinamide 
(niacinamide)—10 mg.; Vitamin B, (pyridoxine 
hydrochloride)—3 mg.; Vitamin C (ascorbic acid)— 
50 mg.; Intrinsic factor concentrate—5 mg. 

Dosage: One Kapseal daily or as directed by the 
physician. Supplied: NATABEC Kapseals are 
available in bottles of 100 and 1,000. 59161 
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... the hematinic with built-in nutritional support 


Many growing children and most women of 
menstrual age deplete their iron reserves and 
slide into iron-deficiency anemia. 


Livitamin changes the minus to a plus be- 
cause it restores depleted iron reserves and 
also provides integrated nutritional support. 


Iron in Livitamin is well absorbed, with 
minimum gastric upset and constipation. And 
with Livitamin there is no worry about teeth 
stain... or taste acceptance. 


WRITE FOR LITERATURE 
AND DOSAGE INFORMATION. 


FORMULA: Each fluidounce contains: 


Rp IS oo ee eas ow 420 mg 
(equiv. in elemental iron to 71 mg.) 
Manganese citrate, soluble, N.F. ....... 158 mg 
Thiamine hydrochloride ............ 10 mg. 
ae chk is dy Fa SaaS ST ache hies, Se les 10 mg. 
IS asa Ga Gol Sa ak seme ey 20 mcg 
ee er nae oe ae er ee ee 50 mg 
Pyridoxine hydrochloride ........... 1 mg. 
PEE. 6S. oS Rew. 6 le we 5 meg. 
I Song ole edge ad sh Sa aA pare 1 Gm. 
Rice bran extract, U.S.P. XIV ......... 1 Gm 
PN os erin eine aie? mie LALO ee! © 30 mg 
a ae a eee ee ee a ee ae 60 mg 


SUPPLIED: Liquid: 8 oz. bottles, pints, gallons; Capsules: 
Bottles of 100, 500, 1000. Also available as LIVITAMIN 
with INTRINSIC FACTOR: botties of 100 capsules. 


THE s. E. "‘YASSENGILL COMPANY 


Bristol, Tennessee 6 New York 


Kansas City . San Francisco 








EMKO VAGINAL FOAM* is entirely different 
from creams and jellies. 
















Larger volume per application assures total blockage of the cervical os and 
uniform coverage of the vaginal tract. 


Foam fills the rugae where sperm can avoid contact with chemical 
agents in heavy creams or jellies. 


Uniform dispersion of the proven spermicides‘'’ (in the surface of each 
bubble)... means the sperm is exposed immediately and 
constantly to spermicidal action. 


Equally important — Emko eliminates objectionable factors which 
create resistance to regular use of other methods: 


® NO DIAPHRAGM ® NO LOSS OF SATISFACTION 
® iT VANISHES AFTER USE—NO DOUCHING NEEDED 





® NO GREASINESS OR “AFTER MESS" ® NO IRRITATION 


a principle never before applied to birth control... 





An 









(") a. 4. SOBRERO. M. D.: EVALUA 
TION OF A NEW CONTRACEPTIVE 
(EMKO). FERTILITY AND STERILITY 
11:5:518-524 (SEPT.- OCT.) 1960 





* PAT. NO. 2.943.979, OTHER PATS 
PEND 


At drug stores. Literature and samples available to doctors, write / The Emko Company + 7912 Manchester Ave. « St. Louis I, 










CAPLA’ 
(mebutamate, Wallace) 


CENTRAL ACTING PRESSURE LOWERING AGENT 





ANNOUNCING 


CAPLA 


Anew drug that works in a new way 
to control blood pressure 
without serious side effects 






.; EVALUA 
TRACEPTIVE 
) STERILITY 





Capla acts 
centrally at 

the brainstem 
vasomotor center 


Reduces blood pressure by central action 


is not a ganglionic blocker 


CAPLA 


(mebutamate, Wallace) 
CENTRAL ACTING PRESSURE LOWERING AGENT 


Capla is a new kind of drug to treat 
hypertension. Chemically, Capla is 
2-methyl-2-sec- butyl-1, 3-propane- 
diol dicarbamate. It is unrelated 
chemically to any other antihyper- 
tensive agent. Capla does not block 
ganglia, reduce blood volume or in- 
terfere with neurohormonal balance, 


New therapy 
for hypertension 


Because of its action at the brain- 
stem vasomotor control center, 
Capla is a new therapy {or hyperten- 
sion. It is effective alone in the treat- 
ment of mild to moderate hyper- 
tension, and can be combined with 
diuretics or peripherally acting anti- 
hypertensives in more severe cases. 


Exceptionally 
well tolerated 


Capla acts rapidly, producing sub- 
stantial blood pressure reduction 
within two hours, yet it does not 
produce postural hypotension. It 
has proved exceptionally well tol- 
erated in clinical use and has no 
known contraindications. Capla has 
not produced changes in renal, hem- 
atological, hepatic or endocrine func- 
tion. It is rapidly eliminated and has 
no cumulative effects. 
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Controls 
blood pressure 


without serious 
side effects 


Capla does not produce depression, 
postural hypotension, nasal congestion 
or gastric hyperacidity 


CENTRAL ACTING PRESSURE LOWERING AGENT 


CAPLA’ 


(mebutamate, Wallace) 


Capla helps minimize one of the 
most difficult problems of hyperten- 
sion therapy — unwanted and often 
serious side effects. 

With Capla you have effective 
therapy without the unpleasant 
side effects which often cause pa- 
tients to abandon treatment. 

Side effects with Capla, when they 
do occur, are mild and usually tran- 
sient. Transient drowsiness some- 
times occurs, usually at higher dos- 
age. 

Mild calming effect 


Patients on Capla often report a 
mild calming effect. This effect, to- 
gether with the unusual freedom 
from serious side effects, makes ther- 
apy gratifying for both the patient 
and the physician. 


Compatible 
with other drugs 
Hypertensive patients with other 
disorders can receive Capla along 
with other medications. 

For example, patients with con- 
gestive heart failure, angina, and 
diabetes mellitus can receive Capla 
along with such medications as digi- 
talis, nitrates, and insulin—without 
aggravating these other disorders. 

































CAPLA" 


(mebutamate, Wallace) 


CENTRAL ACTING PRESSURE LOWERING AGENT 





CLINICAL & PHARMACOLOGICAL REPORTS 
1. Berger, F M., and Margolin, S : A Centrally Acting Blood Pressure 
Lowering Agent (W-583). Fed. Proc. 20:113 (March) 1961. 2. Diamons 
S., and Schwartz, M. Scientific Exhibit at Ill State Med Soc. ¢p, 
cago, (May) 1961. 3. Douglas, J F., Ludwig, B. J., Ginsberg, f. an. 
Berger, F M.: Studies on W-583 Metabolism. Fed Proc. 2.111 


(March) 1961. 4. Duarte, C, Brest, A. N., Kodama, R., Naso, F am 
00 ressure Moyer, J. H: Observations on the Antihypertensive Effectiveness i 
a New Propanediol Dicarbamate (W-583). Curr. Ther Res., 2:14: 
(May) 1960 5. DuChez, J. W., Scientific Exhibit at Amer Acaden 
of Gen Practice, Miami, (April) 1961. 6. Kletzkin, M., and Berge: 


6 e 
F M.: A Centrally Acting Antipressor agent. Fed Proc 2:1 
@ eC l V e@ l (March) 1961 7. Mulinos, M. G, Scientific Exhibit at Amer Col 
Card New York, (May) 1961 8. Mulinos, M. G., Saltefors, S., Boys 


L. J. and Cronk, G. A.: Human Pharmacology Studies with W583 
Fed. Proc 20:113 (March) 1961. 9. Shubin, H., Scientific Exhipy 


clinical use Amer. Coll. Card. New York, (May) 1961. 





Average Reductions In Systolic And Diastolic Blood Pressure Reported With Capla 


(325 patients) 


mm/Hg MILD MODERATE SEVERE 
B.P. up to 180/100 B.P. from 180 100 to 210/115 B.P. over 210/115 
225 —— 
‘\ 
\ 
200 GS syst. \ 


GR sr. 


175 —— 


150 —— 


125. ams 


100 ——— 





—_ 7] 
. Before After Before After Before 


Usual dose, Capla 300 mg., q.i.d.—duration of therapy, 3 weeks to over 1 year. 





These data show that Capla reduces both systolic and diastolic blood pressure, usu- 
ally in proportion to initial pre-treatment elevations. 


DOSAGE: the recommended dose of Capla is 
one 300 mg. tablet three or four times daily. 


™ before meals and at bedtime. The dosage 
CAPLA should be adjusted to individual require- 


ments; for example, older patients may Ie 


CENTRAL ACTING PRESSURE LOWERING AGENT quire lower dosage. 
: COMPOSITION: each white, scored tablet 
Wy) Wallace Laboratories contains 300 mg. of, Capla (mebutamate, 
A/@® Cranbury, New Jersey Wallace). 


SUPPLIED: bottles of 100, scored tablets. 


Literature and samples to physicians on request. 
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now the world famous 


vi-syneral 


(Co) g-Tale Me) mm ahe-lanlialcw-lalemanlial-ie-lis) 


in a single capsule 


Bitar 


ONE-CAPS 












TO HELP KEEP RECOMMENDATION 
OF DIETARY SUPPLEMENTS WHERE 
IT BELONGS, WITH THE PHYSICIAN 


VI-SYNERAL ONE-CAPS offers a high quality product at an especially low price. 
* one capsule-a-day dosage « costs your patient less than 3c per day 
* small, easy to take « ethically promoted, sold through the pharmacy 


Each VI-SYNERAL ONE-CAPS capsule provides: 





weeeae : . . 6,000 U.S.P. Units DICALCIUM PHOSPHATE 170 mg. 
VITAM ‘ 600 U.S.P. Units (Calcium .. . 50 mg.) 
ASCORBIC ACID. Cc) .. vam. (Phosphorus . . 39 mg.) 
THIAMINE FERROUS SULFATE 
MONONITRATE (Bt). . 3mg. EXSICCATED.. . . . 50mg. 
RIBOFLAVIN (Bz) . . 33mg. ee. a 15 mg.) 
PYRIDOXINE HCI (Be) . - .1mg. copper 1 mg 
NIACINAMIDE . . ; ry — IODINE ‘ ye Oe 0.1 F 
VITAMIN Bi2. mcg. — 7 os « + « Be 
d, CALCIUM PANTOTHENATE 3 mg. MANGANESE .. . . Img. 
VITAMIN E (d, alpha MAGNESIUM ee ae 1 mg. 
tocopheryl acetate) . « 1 Int. Unit ee. a. s. « &- o> a6 1 mg. 


Bottles of 28 and 100 capsules. 


u.S. vitamin & pharmaceutical corporation 


Arlington-Funk Laboratories, division « New York 17, N. Y. 











NEW to aid relief of all 3 
:_: tension 
"3 spasm 
‘": stasis 


in Sunetone G.I. disturbances 


¢ 3DECHOLIN-BB 


Se °° (Hydrocholeretic » Antispasmodic + Sedative, Ames) 


DecHoLin-BB combines three components whose predictable effect and complementary 
action are well established. DecHotin-BB is indicated as an adjunct in the management 
of chronic constipation, nervous indigestion, indigestion of pregnancy, and irritable 
colon with constipation associated with emotional tension, smooth-muscle spasm and 
biliary / intestinal stasis. 


tension 








Sedation with butabarbital 
helps relieve the emotional ten- 
sion and anxiety-induced nerv- 
ous hyperactivity which is a 
basic cause of functional G.I. 
disturbances. 


spasm 


Spasmolysis with belladonna 
suppresses G.I. hypersecretion 
and smooth-muscle hyperactiv- 
ity, relaxes G.I. and biliary 
sphincteric spasm, and helps 
insure unimpeded bile flow. 


stasis 


Hydrocholeresis with DecHoLin® 
improves biliary function and 
intestinal motility,and hydrates 
bowel contents, by markedly in- 
creasing volume and water con- 
tent of bile. 


Each Decuotin-BB tablet contains: butabarbital sodium, 15 mg. (14 gr.); DecHoLin® (dehydrocholic  _*® ==" 
acid, Ames), 250 mg. (334 gr.); belladonna extract (total alkaloids, 0.125 mg.), 10 mg. (1% gr.). AMES 


COMPANY, INC 


Average adult dose: 1 or, if necessary, 2 tablets three times daily. Contraindications: Biliary tract wre 


Toronto » Conodo 


obstruction, acute hepatitis and glaucoma. Precautions: Patients receiving DecHotin-BB should 
be examined periodically for increased intraocular pressure or signs of barbiturate habituation 
or addiction during long-term use. Drivers should be cautioned against possible risk of drowsiness. 
Available: DecHotin-BB, bottles of 100. 
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SUCCESSFUL FAMILY 
PLANNING...BASED ON 
YOUR COUNSEL AND 


LANESTA GEL 


As a physician, you play an essential role in the happiness and well-being of the family. At all times— 
when the young couple is first married, as the children arrive, and even after the family is complete — 





your counsel, including your recommendations for the use of Lanesta Gel, is of major importance. 


Lanesta Gel, with or without a diaphragm, is a most effective means of conception control. Lanesta Gel 
effects speedier spermicidal action because it diffuses rapidly into the seminal clot. In fact, the mean 
diffusion spermicidal time of Lanesta Gel is three to seven times faster than the mean diffusion times 
of ten leading, commercially available contraceptive creams, gels, or jellies, according to Gamble (“Sperm- 
icidal Times of Commercial Contraceptive Materials — 1959”) .* 


Lanesta Gel has complete esthetic acceptance and is well tolerated. 


*Gamble, C. J.: Am. Pract. & Digest Treat. 11:852 (Oct.) 1960. See also Berberian, D. A., and Slighter, R. G.: J.A.M.A. 
168:2257 (Dec. 27) 1958; Olson, H. J.; Wolf, L.; Behne, D.; Ungerleider, J., and Tyler, E. T.: California Med. 94:292 
(May) 1961; Kaufman, S.A.: Obst. & Gynec. 15:401 (Mar.) 1960; Warner, M.P.:J.Am. M. Women’s A. 14:412 (May) 1959. 


A PRODUCT OF LANTEEN® RESEARCH ~agig Distributed by 
Supplied by Esta Medical Laboratories, Inc., Alliance, Ohio BREON LABORATORIES INC., New York 18, N. Y. 




















SOUTHERN MEDICAL JOURNAL OCTOBER 196] 





Helena ey L aboratory, East Hills, pre Island 


the Clinical Research 


Division of 
Helena Rubinstein 


cordially invites you to visit their 
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aspirin buffered with the most widely-prescribed antacid... 


e (a* 


ete” ) 


Aspirin MAALOX 
300 mg 150 ma; 
5 gt 4 
, a i} 
<> ; $49 





sit +o 
onal Re SO» aS : 


ASCRIPTIN 


in long-term administration, as in Arthritis, 
when espirin combined with an antacid 1s desired: 


vain ASCPIPUIM... 


the aspirin buffered with the best 


To prevent or minimize gastric distress which often accompanies prolonged or high level 
administration of acetylsalicylic acid, ASCRIPTIN provides aspirin in combination with 
MAALOX®, the preferred professional antacid. The recognized superiority of MAALOX 
makes ASCRIPTIN a superior aspirin-antacid, with the virtues of buffered aspirin and 
with the added distinction of being promoted professionally only. 

Indicated wherever salicylates are useful, ASCRIPTIN is particularly suited to the 
long-term requirements of your arthritic patients. 


Supplied: Bottles of 100 and 500 tablets. For severe pain — Capsules 
ASCRIPTIN with Codeine (codeine phosphate 15 mg.), bottles of 50. 
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High Tolerance + High Potency 
=Quick Clinical Response 
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Fergon Plus provides ferrous gluconate in a nonastringent 
highly soluble form for rapid absorption, rapid hemoglobin 
response and maximum gastrointestinal tolerance. Reported 
clinical findings’ stress the relative absence of nauséa, 


Each Fergon Plus Caplet contains: constipation, diarrhea or abdominal cramps. 





Fergon (brand of ferrous gluconate). .500 mg. 


Tron without Irritation 
Vitamin B,» with intrinsic factor 


concentrate N.F......seeeees % unit (oral) 
Aseerthe OMG. , oc ccccvcsesecveseves . 75 mg. 
HOW SUPPLIED: 


Fergon Plus Caplets, bottles of 100 and 500. 


also available 


FERGON c C CAPLETS 
Each sugar-coated Caplet contains 450 mg. of 
ferrous gluconate (yielding 50 mg. of elemen- 
tal iron) and 200 mg. of ascorbic acid. 
Prolonged vitamin C deficiency may lead to 
hypochromic anemia. Vitamin C aids-in max- 
imum utilization of iron. Bottles of 100. 


LABORATORIES 
New York 18, N.Y. 


The “Plus” Factors in Fergon Plus 


Fergon Plus contains ascorbic acid to help assure maximum 
absorption and utilization of iron as well as other essential 
factors to aid in hemopoiesis of iron deficiency and most 
macrocytic anemias. 


To obtain better tolerance and quicker response to therapy 
and to insure proper maintenance— 


prescribe FERGON PLUS 


DOSAGE: 
ba ne — 2 Caplets daily (one before the morning and evening 
meals). 


As dietary supplement —1 Caplet daily. 


References: 

1. Haler, David: Lancet 2:1018, Nov. 13, 1954. 2. Wagley, P. F.: Maryland ae 2:361, 
July, 1953. 3. Jones, W. M.: Brit. M.J. 1:1050, May 9, 1953. 4. Jones, W. M.: Practi- 
tioner 170:185, Feb., 1953. 


Fergon (brand of ferrous gluconate) and Caplets, trademarks reg. U.S. Pat. Of. 














When the evidence indicates smooth muscle spasm, 


good judgment can render it “null and void” 
by a ruling in favor of 
dependable autonomic sedation 


DONNATAL _.... 


Capsule or tsp. In each 


TABLETS - CAPSULES + ELIXIR+ EXTENTABS = FR aia Sauce 
Hyoscyamine sulfate 0.1037 mg. O.311l mg. | 
Natural belladonna alkaloids in optimal synergistic ratio, plus phenobarbital (Rebine, Atropine sulfate 0.0194 mg. 0.0582 mg. 


Hyoscine hydrobromide 0.0065 mg. 0.0195 mg. 
A. H. ROBINS CO., INC., Richmond 20, Virginia Phenobarbital (Vs gr.) 16.2 mg. (% gr.) 48.6 mg. 

















painful skeletal muscle spasm 


OBAXIN 


INJECTABLE anp TABLETS Methocarbamol Robins S. Pat. No. 2770649 


Relaxation — obtained within minutes with Rosaxtn Injectable. 
— maintained without drowsiness with Ropaxin Tablets. 


Nine published studies show: 
Beneficial results in 90% of cases of skeletal muscle spasm with RoOBAXIN. 


Clinical responses to RoBaxin therapy, as reported by investigators: 


“marked” in 26 out of 33 patients, moderate in 6...' “pronounced” in 37 out of 58 
patients, moderate in 20...° “good” in 25 out of 38 patients, moderate in 6...° 
“excellent” in 14 out of 17 patients, moderate in 2...° “significant” in 27 out of 30 
patients ...* “gratifying” in 55 out of 60 patients ...° “effective” in 32 out of 32 
patients...” “marked” in 27 out of 46 patients, moderate in 6...‘ “good” in 57 out 
of 60 patients, moderate in 3.'° 











‘ 





RosaxIn exhibits “great freedom from undesired side reactions,”* does not pro- 
duce “concomitant euphoria or partial anesthesia,”’’ and permits patients to retain 
concentration and awareness.* 








For immediate relaxation of acute skeletal muscle spasm: 


—each ampul containing 1.0 Gm. of methocarbamol in 
Robaxin® Injectable 10 ce. of sterile solution. 






For initiating therapy or maintaining relaxation induced by RoBaxin Injectable: 


Tablets —0.5 Gm. (white, scored) in bottles of 50 and 500. 





Robaxin® 






Also available: When pain and spasm require concurrent analgesic and relaxant action: 


Robaxisal® Tablets | —Robaxin with Aspirin 





—and for skeletal muscle relaxation with more comprehensive analgesia: 


Robaxisal®— PH 


Literature available to physicians on request. 


—Robaxin with Phenaphen® 









REFERENCES: 1. Carpenter, E. B.: we r M.J. 51:627, 1958. 2. Lame H. F., J.A.M.A. 167:163, 1958. 3. Hudgins, 
A. P.: Clin. Med. 6:2321, 1959. 4. Grisolia, A., and Thomson, J. E. : Clin. Orthopaedics 13 :299, 1959. 5S. Lewis, W. B.: 
California Med. 90:26, 1959. 6. O’Doherty, D. S., and Shields, C. - . J.A.M.A. 167 :160, 1958. 7. Park, H. W.: J.A.M.A, 
167 :168, 1958. 8. Plumb, C. S.: Journal-Lancet 78: 531, 1958. 9. Poppen, J. L., and Flanagan, M. E.: J.A.M.A. 171:298, 
1959. 10. Schaubel, H. J.: Orthopedics 1:274, 1959. 


A. H. ROBINS CO., INC., Richmond 20, Virginia 


Making today’s medicines with integrity ... seeking tomorrow’s with persistence 
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Fars All 


— ~«F6R Sih aie 


"aD 
CREMOMYCIN 








Cremomycin. provides rapid relief of virtually all diarrheas 


NeEomycin—actively bactericidal against a wide range of gram-negative intestinal pathogens, 
but relatively ineffective against certain diarrhea-causing organisms. 


SULFASUXIDINE» succinylsulfathiazole—an ideal adjunct to neomycin because it is highly 
effective against Clostridia and certain other neomycin-resistant organisms. 


KAOLIN AND PEcTIN—coat and soothe the inflamed mucosa, adsorb toxins, help provide rapid 
symptomatic relief. 


Additional information on CREMOMmYCIN is available to physicians on request. 


MQ) MERCK SHARP & DOHME, DIVISION OF MERCK & CO., Inc., WEST POINT, PA. 


AND SUL! ARE TRADEMARKS OF MERCK & CO., INC. 
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ARMOUR PHARMACEUTICAL COMPANY 
ANNOUNCES THE FIRST SELECTIVE TENSITROPIC 





L Ii S T It C A 











| am pleased to inform you of the latest development in our Company's continuing research 
for superior chemotherapeutic agents. 


For patients suffering from tension/anxiety states, we are offering the medical profession 
Listica— a new and selectively different monocarbamate. Frankly, we would be hesitant 
about entering a field already crowded with good drugs were it not for the marked 
differences Listica presents, 


Listica is not ‘just another tranquilizer." We, therefore, call it The First Selective Tene 
sitropic. Here are the reasons why: 


New Listica allays tension/anxiety in as many as 89% of cases by selectively inhibiting 
impulses through internuncial pathways of the central nervous system. However, it does 
not affect the unconditioned response; thus, Listica does not induce apathy or impair acuity. 


The past three and one-half years of clinical studies have demonstrated the safety and 
efficacy of Listica in 1,759 patients. There have been no reports of contraindications, 
toxicity, habituation or serious side effects. 


One tablet q.i.d. is adequate dosage to allay tension/anxiety, maintain acuity, and promote 
eunoia *—"‘a normal mental state.” This simple, effective dose remains the same, even 
in maintenance therapy. 


We are sending you samples and published clinical reports on Listica. We will be happy 


to send you a copy of the first “Symposium on Hydroxyphenamate” on request. | believe 
you will find Listica a valuable addition to the arsenal of chemotherapeutics for combatting 


tension /anxiety in your practice. 


Robert A. Hardt, President 


P.S.: Physicians who prefer generic names prescribe ‘Hydroxyphenamate, Armour.” 


LISTICA—Hydroxyphenamate, Armour. ©1961, A.P, CO, *Stedman's Medical Dictionary. 


21 
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ANNOUNCING THE FIRST | 


Symbols of the Age of Tension/Anxiety 





LISTICA by ARMOUR = allays TENSION/ANXIETY... 





le EN maintains acuity... promotes eunoia*... 
facilitates somatic diagnosis and therapy 
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SELECTIVE TENSITROPIC 


lifts the facade of 
TENSION/ANXIETY 


maintains 
normal acuity 


enhances 
physician-patient 
rapport 


without known 
toxicity or 
contraindications 


without serious 
side effects 
or habituation 


with convenient 
dosage and 
availability 


USTICA—Hydroxyphenamate, Armour. 


LISTICA 


New Listica allays tension /anxiety in as many as 89% of cases,?"!3 by selectively 
inhibiting impulses through internuncial pathways of the central nervous system. 
Whether the patient's tension/anxiety is psychosomatic or a complication of 
somatic disorder, Listica reduces or eliminates the excess impulsivity seen in 
tension /anxiety states. 


Unlike many drugs, Listica does not affect unconditioned response or normal 
motor activity. Thus, Listica allays tension and anxiety without inducing apathy 
or impairing acuity; patients are able to pursue normal activities, such as driving, 
reading, writing, etc., without interference from drug therapy. 


As it removes tension/anxiety, fear and frustration, LiSTICA PROMOTES EUNOIA*— 
“‘a normal mental state.” It bares the patient's true somatic condition, and facili- 
tates diagnosis and therapy. Patients are more tractable to concomitant drug 
therapy, respond better, faster. 


Listica is safe, as well as effective. Chronic studies!* in rats (12 months) and dogs 
(6 months) were free of toxic manifestations at oral dosage levels as high as 200 
mg./kg./day (approximately 10 times the recommended human dosage). No mac- 
roscopic or microscopic changes in tissues, organs or blood indicative of toxicity 
were observed, even at doses up to 320 mg./kg. In humans, there have been no 
adverse blood, urine or cardiac changes; liver profiles were negative, and jaundice 
has not been noted. 


During three and one-half years of clinical study in 1,759 patients,?"?5 Listica has 
produced no serious side effects. Less than 4% of patients experienced any side 
effects, and these were invariably minor and transient. Most frequent (38 cases) 
was mild drowsiness, which disappeared after the first few days of Listica therapy. 
Habituation, cumulative effects, or withdrawal symptoms have not been noted, 
even in patients taking Listica as long as two years. 


One Listica tablet, q.i.d., is the recommended dosage. Listica is supplied in bottles 
of 50 tablets on prescription only, by pharmacies everywhere. Each tablet contains 
200 mg. of Hydroxyphenamate, Armour, 


References: 


1Bastian, J. W.: Classification of CNS Drugs by a Mouse Screening Battery. To be published in Intern. 
Arch, de Pharmacodynamie; 2Hubata, J.A., and Hecht, R.A.: Review of Clinical Use of Hydroxyphena- 
mate (Listica) in 1,759 Patients. To be published in Clinical Medicine; 3Taub, S. J.: Management of 
Anxiety in Allergic Disorders—New Approach. To be published in Psychosomatics; 4Cahn, B.: 
Experience with a New Tranquilizing Agent (Hydroxyphenamate). /bid; 5Alexander, L.: Effect of 
Hydroxyphenamate on Conditional Psychogalvanic Reflex in Man. Supplement to Diseases of the 
Nervous System, Sept., 1961; SCahn, B.: Effect of Hydroxyphenamate in Treatment of Mild and Moder- 
ate Anxiety States. /bid; 7Cahn,M. M., and Levy, E. J.: Use of Hydroxyphenamate (Listica) in Derma- 
tological Therapy. /bid; 8Davis, O. F.: On Use of Hydroxyphenamate in Anxiety Associated with 
Somatic Disease. /bid; 9%Eisenberg, B. C.: Amelioration of Allergic Symptoms with a New Tranquil- 
izer Drug (Listica). /bid; 19Friedman, A. P.: Pharmacological Approach to Treatment of Headache. 
/bid; 1\Greenspan, E. B.: Use of Hydroxyphenamate in Some Forms of Cardiovascular Disease. /bid; 
12Lunde, F., Davis, J., and Gouldmann, C.: Clinical Trial of Hydroxyphenamate in Alcoholic Patients. 
ibid; 13McLaughlin, B. E., Harris, J., and Ryan, F.; Double Blind Study Involving “Listica,"’ Chlordi- 
azepoxide, and ‘Placebo" as Adjunct to Supportive Psychotherapy in Psychiatric Clinic. /bid; 14Bastian, 
J. W.: Pharmacology and Toxicology of Hydroxyphenamate. /bid; 5Bossinger, C. D.: Chemistry of 
Hydroxyphenamate. /bid. 


ARMOUR PHARMACEUTICAL COMPANY, KANKAKEE, ILLINOIS 
Physicians who prefer generic names prescribe ‘‘Hydroxyphenamate, Armour.” 


© 1961, A.P. CO. *Stedman’s Medical Dictionary 














in abdominal distention 


Associated with air swallowing, functional indigestion, spastic 
colitis, diverticulitis, peptic ulcer, postoperative gas. 
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OILAIN 


The original brand of methylpolysiloxane 
a gastrointestinal 


DEFROTHICANT™ 


Air swallowing, abnormal peristalsis or “nervous 
indigestion” accelerates foaming. Foam and froth 
increase the volume of gastrointestinal contents 
causing discomfort. 


SILAIN dispels foam and froth 


Even normal peristalsis may produce thick, viscous 
foam in the presence of gastric mucin and gas form- 
ing digestive processes. 


SILAIN reduces increased volume 


By lowering interface cohesion, SILAIN breaks down 
the gas bubbles reducing the foam to a liquid. 


SILAIN provides fast relief 

Relief occurs promptly when foam is broken—en- 
trapped gas is liberated for normal absorption or 
eliminated by belching or passing flatus—volume 
decreases immediately. 


SILAIN is safe 

A single non-toxic compound, SILAIN acts physi- 
cally with no effect on gastrointestinal motility. 
FORMULA: Each tablet contains 50 mg. methylpolysiloxane. 

DOSAGE: 1 or 2 tablets after meals or more frequently if necessary 
AVAILABLE: 50 mg. tablets in bottles of 100. 

Clinical trial supply on request 

*DEFROTHICANT— The property of preventing and eliminating foam 

U. S. Patent No. 2,951,011 


PLOUGH LABORATORIES, INC. 


A Subsidiary of Plough, Inc., Memphis, Tennessee 

















in peptic ulcer, hyperacidity, heartburn 


Control Gastric 
GAS ACID 





TABLETS 


| T.M 
Tous 
roth 
ents & 
cous 


m DEFROTHICANT ANTACID 


lown SILAIN-GEL non-fatiguing, fruit-mint taste 


Releases Gas—The unique physical property of SILAIN breaks 
the frothy bubbles liberating the gas for elimination. 

















—en- : . ° Pe ‘ 
ms Neutralizes Acid —Specially balanced antacid formulation pro- 
vides efficient neutralization. 
lume 
DOSAGE-2 tablets after meals and at bedtime. The safety of Silain-Gel permits administration as often 
as necessary. 
FORMULA-—Each tablet contains: methylpolysiloxane 25 mg.; magnesium hydroxide 85 mg.; co-precipi- 
tated magnesium carbonate and aluminum hydroxide 282 mg. 
hysi- REFERENCES 
y. 1. Roth, J.L.A. and Bockus, H.L.: Aerophagia— Med. Clin. N. Am. 41:1673 (Nov.) 1957 
2. Alvarez, W.C.: Gas in the Bowel: An Introduction to Gastroenterology; Paul B. Hoeber, 
Inc. Alvarez, W.C.; Syndrome of Reverse Peristalsis: Ibid 
3. Barondes, R. de R. et al: The Silicones in Medicine. Mil. Surg. 106:378, 1950 
4. Cutting, W.: Toxicity of Silicones. Stanford M. Bull. 10:23 (Feb.) 1952 
5. Dailey, M. and Rider, J.: Silicone Antifoam Tablet in Gastroscopy. J.A.M.A. 155:859 
(June) 1954 
6. Rider, J.A. and Moeller, H.C.: Us - a Silicone in the Treatment of Intestinal Gas and 
Bloating. J.A.M.A. 174:2052 (Dec. ) 1960 
7. Rider, J.A.: Intestinal Gas and Bloating: Treatment with Methylpolysiloxane. Am. Pract. 
& Digest Treat. 11:52 (Jan.) 1960 
NC. Feed PLOUGH LABORATORIES, INC. 


Sermons A Subsidiary of Plough, Inc., Memphis, Tennessee 
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Where’s 
the arthritic 
this 
morning? 


The first long-acting oral steroid, Medrol Medules 
gives the arthritic patient therapeutic action that 
continues through the night. In many cases, 
morning stiffness can become a thing of the past. 

The slow, steady release of methylpredniso- 
lone often provides greater effectiveness, with 
less frequent administration and sometimes a 
reduced total daily dosage. 

Many of your arthritic patients, too, can wake 
up comfortable on Medrol Medules. 


Dosage: The following dosages are recommended in rheumatoid arthritis: 


Initial Maintenance 
I oc: aiips i ud Able 10a & Se rer 6 to 12 mg. 
Moderately severe ...... OPEN, 6 c0.0006s0008 4to 8 mg. 
MD 4.06505 wie.b:4s6-m RR PIR: 6 0kisiaccceea 2to 6 mg. 
no, SE eer OR BONE: 60:0 0:0is8 00:00 2to 8 mg. 


With Medrol Medules, it nay be possible to reduce the total daily dose by %. 


*®TRADEMARK, REG. U.S. PAT COPYRIGHT 1961, THE UPJOHN COMPANY JUNE, 1961 
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Thanks to 
Medrol 
Medules, 

he woke up 
comfortable 
and he’s 
already 

on the go. 


Indications and effects: Medrol benefits (anti-inflammatory, antiallergic, anti- 
rheumatic, antileukemic, antihemolytic) have been demonstrated in acute 
rheumatic carditis, rheumatoid arthritis, asthma, hay fever and allergic dis- 
orders, dermatoses, blood dyscrasias, and ocular inflammatory disease involv- 
ing the posterior segment. 

Precautions and contraindications: Because of Medrol’s high therapeutic ratio, 
patients usually experience dramatic relief without developing such possible 
steroid side effects as gastrointestinal intolerance, weight gain or weight loss, 
edema, hypertension, acne, or emotional imbalance. 

As in all corticotherapy, however, there are certain cautions to be observed. 
The presence of diabetes, osteoporosis, chronic psychotic reactions, predispo- 
sition to thrombophlebitis, hypertension, congestive heart failure, renal insuf- 
ficiency, or active tuberculosis necessitates careful contro! in the use of steroids. 
Like all corticosteroids, Medrol is contraindicated in patients with arrested 
tuberculosis, peptic ulcer, acute psychoses, Cushing’s syndrome, herpes simplex 


keratitis, vaccinia, or varicella. 


Medules 
Ci aa 


Approximately 135 
tiny ““doses” 

mean smoother steroid 
therapy 

Each capsule contains : Medrol 
(methylprednisolone) 2 mg. or 4 mg 


Supplied in bottles of 30 and 100. 


THE UPJOHN COMPANY, KALAMAZOO, MICHIGAN 
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TRIPLE SULFA THERAPY is safe 
at levels of pH 5.5 orlower where 
the possibility of crystalluria 
would be greatest. 


TRI-AZO-MUL 
TRI-AZO-TAB 


6 TRI-AZO-MUL 


Each 100 cc contains: 


SulleGseeime ... ......6065.6 3.381 gm. 
(Microcrystalline) 

Sulfamerazine ............ 3.381 gm. 
(Microcrystalline) 

Sulfamethazine ........... 3.361 gm. 
(Microcrystalline) 


In a palatable, stable emulsion pleas- 
antly flavored with True Raspberry 
Flavor. Each average teaspoonful (80 
min.) represents .5 gm. (7.7 grs.) of 
three combined sulfa drugs in sus- 
pension. Supplied in pint bottles only. 


CONTRAINDICATIONS: Sulfonamides 
are potent drugs, and may cause tox- 
ic reactions. Sulfonamides, therefore, 
should be given only under constant 
supervision of a Physician. 


ach a i 7 Texas 


Another Established Need Product... . 


© TRI-AZO-TAB 


Each tablet represents: 

Sulfadiazine ....0.166 gm. (2.57 gr.) 
Sulfamerazine ..0.166 gm. (2.57 gr.) 
Sulfamethazine .0.166 gm. (2.57 gr.) 


Available in White or Pink colored 
tablets in bottles of 100, 500 or 1,000. 


TRI-AZO-MUL (citrated) offers the 
same formula as TRI-AZO-MUL 
(plain) with sodium citrate (17.5 
gm.). 


cats, Sne. 


DALLAS 


Serving the physician’s needs since 1901 
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kor the 


irritable 
G.L. tract 


Milpath acts quickly to suppress hypermotility, 


OCTOBER 196] 


hypersecretion, pain and spasm, and to allay 


anxiety and tension with minimal side effects. 


AVAILABLE IN TWO POTENCIES 


MILPATH-400—Yellow, scored tablets of 400 mg. Miltown 
(meprobamate) and 25 mg. tridihexethyl chloride. 
Bottle of 50. 


Dosage: | tablet t.i.d. at mealtime and 2 at bedtime. 


MILPATH-200—Yellow, coated tablets of 200 mg. Miltown 
(meprobamate) and 25 mg. tridihexethy] chloride. 
Bottle of 50. 


Dosage: | or 2 tablets t.i.d. at mealtime and 2 at bedtime. 


Miilpat 


®Miltown + anticholinergic 





eg © 
W) WALLACE LABORATORIES New Brunswick, N.J. 
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Today’s little “limey” needs a half barrel of orange juice 


...0r, to be exact, a total of 2,106 ounces in his first 
two years. And how much he’ll need during his first 
twenty years would have to be measured by the truck- 
load, because the need for the nutrients contained in 
Florida orange juice continues throughout life. 

How our little “limey” or any of your other patients 
obtain the vitamins and nutrients found in citrus fruits 
is important to them and to you. There are so many 
wrong ways, so many substitutes and imitations for 
the real thing. 

For a way that combines real nutrition with real 
pleasure, there’s nothing better than the oranges and 

i 


grapefruit ripened under Florida’s own sunshine. 

It’s good nutrition to encourage people to drink the 
juices and eat the fruits watched over by the Florida 
Citrus Commission. These men set the world’s highest 
standards of quality in fresh, frozen, canned, or car- 
toned citrus products. 

When you suggest to your patients that they have 
a big glass of orange juice for breakfast, or for a 
snack, the deliciousness of Florida orange juice will 
assure you that they'll want to carry out your recom- 
mendation. You'll be helping them to the finest drink 
there is—by the glassful or the barrel. 


© Florida Citrus Commission, Lakeland, Florida 
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CAPSULES, 150 mg., 75 mg. Dosage: Average infec- 
tions—150 mg. four times daily. Severe infections— 
Initial dose of 300 mg., then 150 mg. every six hours. 
PEDIATRIC DROPS, 60 mg./cc. in 10 cc. bottle with 
calibrated, plastic dropper. Dosage: 1 to 2 drops (3 
to 6 mg.) per pound body weight per day —divided 
into four doses. 

SYRUP, 75 mg./5 cc. teaspoonful (cherry-flavored). 
Dosage: 3 to 6 mg. per pound body weight per day 
—divided into four doses. 


— in 
f bronchitis 
and 
cystitis 


or other 
infections 









antibiotic therapy with an 


ECLO 


PRECAUTIONS — As with other antibiotics, prc.o- 
MYCIN mav occasionally give rise to glossitis, stomatitis, 
proctitis, nausea, diarrhea, vaginitis or dermatitis. A 
photodynamic reaction to sunlight has been observed in 
a few patients on prcLtomycix. Although reversible 
by discontinuing therapy, patients should avoid expo- 
sure to intense sunlight. If adverse reaction or idiosyn- 
crasy occurs, discontinue medication. 

Overgrowth of nonsusceptible organisms is a possibility 
with DECLOMYCIN, as with other antibiotics, and demands 
that the patient be kept under constant observation. 


LEDERLE LABORATORIES, a Division of AMERICAN CYANAMID COMPANY, Pearl River, New York QD 
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added measure of protection 


MYCIN 


DEMETHYLCHLORTETRACYCLINE LEDERLE 


against relapse— up to 6 days’ activity on 4 days’ dosage 
against secondary infection— sustained high activity levels 


against “problem” pathogens— positive broad-spectrum antibiosis 
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FLY DELTA 





Southern Medical Association 
Annual Meeting, November 6-9 


DALLAS 


Prescribe the finest for yourself, fly Delta to the SMA meeting. 
Delta serves Dallas with Convair 880 or DC-8 Jets from New 
Orleans, Atlanta, Washington/Baltimore. Also the only jet 
service from Miami. Other dependable four-engine Douglas 
flights from various cities. 





For personalized convention service make your reservations now. 
Call your nearest Delta office or see your Travel Agent. 


> DELTA 


the air line with the BIG JETS 
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Percodan ¢ 


Vii 





fills the gap 
between 

life mme)e-\me- tare, 
potent 
parenteral 
analgesics — 


for fast and 
thorough 
ley TUMALA 


indo 
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WHEN 

THE PATIENT 
WITHOUT 
ORGANIC DISEASE 
COMPLAINS OF 


CONSIDER 





NEOCHOLAN® 
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chronic constipation, 
flatulence, belching, 
intestinal atony, 
indigestion 


Be 2a 
eee 


biliary dysfunction and NEOQCHOLAN 


Your patient will often respond promptly to Neocholan therapy. It greatly increases the flow of 
thin, nonviscid bile and corrects biliary stasis by flushing the biliary system. It also relaxes intesti- 
nal spasm, resulting in an unimpeded flow of bile and pancreatic juice into the small intestine. 
Neocholan helps to promote proper digestion and absorption of nutrients. It also encourages 
normal peristalsis by restoring intestinal tone. 


Each tablet provides: Dehydrocholic Acid Compound, 
P-M Co. 265 mg. (Dehydrocholic Acid, 


250 mg.); PITMAN-MOORE COMPANY 
Homatropine methylbromide 1.2 mg.; Phenobarbital | DIVISION OF THE DOW CHEMICAL COMPANY 


8.0 mg. Supplied in bottles of 100 tablets. 








INDIANAPOLIS 6, INDIANA 











OXYTETRACYCL VITH GLUCOSAMINE 


Terramycin 


In SINUSiItis 

















According to a recent report* on the effectiveness 
of Terramycin in 106 cases of upper respiratory 


tract infection: 


| Terramycin | 


The results reported in this and many other stud- 
ies confirm the vitality of Terramycin for broad- 
spectrum antibiotic therapy and demonstrate why 
—increasingly—the trend is to Terramycin. 


‘Terramycin 


OXYTETRACYCLINE WITH GLUCOSAMINE 

250 mg. and 125 mg. per capsule 
convenient initial or maintenance therapy 
in adults and older children 


Science for the world’s well-being® 


PFIZER LABORATORIES Division, Chas. Pfizer & Co., Inc. 
New York 17, N. Y. 


“Jacques, A. A., and Fuchs, V. H.: J. Louisiana M. Soc. 113:200, May, 1961. 





In brief | 





The dependability of Terramycin in daily 
practice is based on its broad range of 
antimicrobial effectiveness, excellent 
toleration, and low order of toxicity. As with 
other broad-spectrum antibiotics, 
overgrowth of nonsusceptible organisms may 
develop. If this occurs, discontinue the 
medication and institute appropriate specific 
therapy as indicated by susceptibility 
testing. Glossitis and allergic reactions to 
Terramycin are rare. Aluminum hydroxide 
gel may decrease antibiotic absorption and is 
contraindicated. 

More detailed professional information available on request. 


TERRAMYCIN Syrup/ Pediatric Drops 
125 mg. per tsp. and § mg. per drop 
(100 mg./cc.), respectively—deliciously 
fruit-flavored aqueous forms... 
preconstituted for ready oral administration 

TERRAMYCIN Intramuscular Solution 
50 mg./cc. in 10 cc. vials; 100 mg. and 
250 mg. in 2 cc. ampules—the broad- 
spectrum antibiotic for immediate intra- 
muscular injection ... conveniently 
preconstituted ...notably well tolerated at 
injection site with low tissue reaction 
compared to other broad-spectrum antibiotics 
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Dear Doctor: 


Reports from our representatives indicate that many physicians would appreciate 


simplification for prescription-writing purposes of the names of Terramycin products in 
both the “plain” and the “Cosa” dosage forms. 


The “Cosa” forms originated, you may recall, on the basis of clinical evidence of enhanced 
antibiotic absorption when glucosamine is employed in oral administration. To permit each 
phy sician individually to study this evidence and choose which form he would prefer to 
prescribe, we offered Terramycin i in both forms—that is, in the regular Terramycin forms 
without glucosamine, and in the “Cosa” forms with glucosamine. 


This distinction appears to be no longer necessary since glucosamine, a highly acceptable 
excipient for oral antibiotics, now is being incorporated uniformly in all such forms, 
thereby simplifying nomenclature and your prescription writing. 

Accordingly, and effective immediately, forms incorporating glucosamine will be offered 
simply as Terramycin without the “Cosa” prefix. 


To make clear just which forms are affected, please refer to the brief tabulation (below) 
of Terramycin dosage forms both before and after this change. We are also requesting our 
representative to call on you at an early date to answer any questions that may arise. 
We feel certain that this action, prompted by your comments and those of many other 
physicians, will simplify your writing of prescriptions for Terramycin products. 
We welcome your comments on this action and on any other phase of our operations, 
since it is our objective to render every service as efficiently as possible to our friends 
in the medical profession. 

Sincerely, 

PFIZER LABORATORIES 


The following table indicates the former name and the current name of Terramycin 
systemic preparations: 


Fonmen.y vnemeauantll NOW NAMED 














Terramycin® Capsules* 
Terramycin Syrup 
Terramycin Pediatric Drops 

















Torrestatin® Capsules 2a 
Terrastatin for Oral Suspension _ J 
Terracydin® Capsules 

















...and these names remain unchanged : 
Terramycin Intramuscular Solution 
Terramycin Intravenous 


*Terramycin Capsules without glucosamine are no longer available. 


The clinical versatility of Terramycin is enhanced by its specialized dosage forms adapted 
to individual needs—another reason for the trend to Terramycin. 
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SYN ergized 
aGSPIRIN 


Acetylsalicylic acid, 5 gr. 
Pentobarbital (acid), 1% gr. 


Simultaneous action beginning promptly 
lasting four or five hours 


el 


Synirin was formulated 

for a two-tablet dose for adults 
and a one-tablet dose 

for children from 5 to 12 years. 
May be repeated every four hours 
for the relief of pain 


Dispensed in bottles of 100 and 1000 tablets 


“ 
WM. P. POYTHRESS & CO., INC., RICHMOND, VIRGINIA 


Manufacturers of ethical pharmaceuticals since 1856 
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Unquestioned therapeutically 





...long established clinically 


SUSPENSION (chocolate-flavored) 


For the many bacterial infections that respond promptly to triple 
sulfonamide therapy, Trisem presents a preferred formula. 


Each 5 cc. contains, in a pleasant, chocolate-flavored vehicle: 


Sulfamerazine (microcrystalline)... .. 0.167 Gm. (2 3/5 gr.) 
Sulfadiazine (microcrystalline) ..... 0.167 Gm. (2 3/5 gr.) 
Sulfamethazine (microcrystalline) . . . . 0.167 Gm. (2 3/5 gr.) 


Each 5 cc. (1 tsp.) provides 0.5 Gm. total sulfonamides. 
Each 15 cc. (1 tbsp.) provides 1.5 Gm. total sulfonamides. 


ADVANTAGES 
@ wide patient acceptability e broad antibacterial spectrum 
@ unquestioned therapeutic value e@ provides high blood levels promptly 
@ high index of safety @ economical for the patient 


Many physicians prefer to use the sulfonamides to control bac- 
terial infections because resistant organisms rarely develop. Nor, 


as with some broad spectrum therapy, is there the complication of 
such after-effects as moniliasis. 


PACKAGING: In pint and gallon bottles. 


THE S. E. MASSENGILL COMPANY 
BRISTOL, TENNESSEE 
New York Kansas City San Francisco 
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Concern about changing bacterial sensitivity 
Madribon controls even some 
antibiotic-resistant organisms 





Concern about safety and tolerance 
Madribon has a safety 

record unchallenged by any 
antibacterial agent 





Concern about economy and ease of therapy 


Madribon is “kind to the purse’’; 
need be given only once a day 





Madribon 


for respiratory tract infe« tions 


Consult literature and dosage information, 
available on request, before prescribing. 


MADRIBON ®—2,4-dimethoxy-6-sulfanilamido -1,3-diazine 
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all day...all, night 
with only 
one Extentab, b.1.d. 





NEW 


Dimetapp Extentabs 


let your sinusitis, allergy and U.R.|. patients breathe easier! 


bimetapp Extentabs contain Dimetane*(parabromdylamine [brompheniramine] maleate) 12 mg., 
phenylephrine HCl 15 mg., and phenylpropanolamine HCI 15 mg., a proved antihistamine and two 
outstanding decongestants. The dependable Extentab form provides sustained relief from the 
Stuffiness, drip and congestion of sinusitis, colds and U.R.1|. for 10-12 hours with a single dose. 


A. H. ROBINS CO., INC. i = RICHMOND 20, VIRGINIA 
MAKING TODAY’S MEDICINES WITH INTEGRITY & @ SEEKING TOMORROW'S WITH PERSISTENCE 
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Fostex treats 
pimples-blackheads-acne 
while they wash 


H active combination of soapl 
degreases the skin cleaneere and. wetting agents" 
with remarkable antiseborrheic, 
keratolytic and antibacterial 
helps remove blackheads actions . . . enhanced by micro- 
pulverized sulfur 2%, salicylic acid 


dries and peels the skin 2% and hexachlorophene 1%. 


*sodium lauryl! sulfoacetate, sodium alkyl 
aryl polyether sulfonate and sodium dioctyl 
sulfosuccinate. 

Fostex Cream and Fostex Cake 


Patients like Fostex because it’s so easy to _ 7° interchangeable for thera- 


peutic washing of the skin. Fostex 


use. Instead of using soap, they simply wash See ee 


acne skin with Fostex Cream or Fostex Cake _ Festex Cake—bar form. Fostex 


Cream—4.5 oz. jars. Also used as 


2 to 4 times daily. a therapeutic shampoo in dan- 


druff and oily scalp. 


And...since continuous 24-hour drying and peeling of acne skin is essential, 
FOSTRIL (a new, flesh-tinted drying lotion) should be used once or twice daily in addition 
to Fostex therapeutic washings. Fostril® contains Liposec® (polyoxyethylene lauryl ether), 
a new, surface-active drying agent used for the first time in acne treatment. This agent, 
with 2% micropulverized sulfur and a zinc oxide, talc and bentonite base, provides 
Fostril with excellent drying properties. Fostril also contains 1% hexachlorophene. 
Available: Fostril, 1% oz. tubes. Fostril-HC (4% hydrocortisone) 25 gm. tubes. 


WESTWOOD PHARMACEUTICALS Buffalo 13, New York 
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in bacterial 
otitis 
media 


Panalba’ 
promptly 


to gain precious 
therapeutic 
hours 


In the presence of bacterial 
infection, taking a culture to 
determine bacterial identity 
and sensitivity is desirable— 
but not always practical. 

A rational clinical alterna- 
tive is to launch therapy at 
once with Panalba, the anti- 
biotic that provides the best 
odds for success. 

Panalba is effective (in 
vitro) against 30 common 
pathogens, including the 


ubiquitous staph. Use of 
Panalba from the outset (even 
pending laboratory results) 
can gain precious hours of ef- 
fective antibiotic treatment. 


SUPPLIED: Capsules, each containing 
Panmycin*® Phosphate Geleaapelions phosphate 
complex), equivalent to 250 mg. tetencyeline 
hydrochloride, and 12 

novobiocin sodium, in 

USUAL ADULT DOSAGE: 2 capsules 
3 or 4 time day. 

SIDE EFFECTS: Panmycin Phosphate has a 
very low order of toxicity comparable to that 
of the other tetracyclines and is tolerated 
clinically. Side reactions to therapeutic use 
are infrequent and consist principally of mild 
nausea and abdominal cramps. 

Albamycin also has a relatively low order of 
toxicity. In a certain few patients, a yellow 
pigment has been found in the plasma. This 
pigment, apparently a metabolic by-product 
of the drug, is not necessarily associated with 
abnormal liver function tests or liver enlarge- 
ment. 

Urticaria and maculopapular dermatitis, and 
a few cases of leukopenia have been reported 
in patients treated with Albamycin. These side 
effects usually disappear upon discontinuance 
of the drug. 

CAUTION: Since the use of any antibiotic 
may result in overgrowth of nonsusceptible 
organisms, constant observation of the patient 
is essential. If new infections appear during 
therapy, appropriate measures should be taken 
Total and differential blood counts should be 
made routinely during prolonged administra- 
tion of Albamycin. The possibility ef liver 
damage should be considered if a yellow pig- 
ment, a metabolic by-product of eae 
appears in the plasma. Panalba should be 
continued if allergic reactions that are not 
readily controlled by Aantihistaminic agents 
develop. 
*Trademark, Reg. U. S. Pat. Off. 


Panalba 
your broad-spectrum 
antibiotic of first resort. 


ate Upjohn Company 
Kalamazoo, Michigan 





















For restoring 


and stabilizing 
the intestinal 


ACTINEX 


Mixed culture of Lactobacillus acidophilus and bulgaricus with metabolic enzymes naturally produced. 


. TABLETS & GRANULES 


* 


| 
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“&. For gastrointestinal disturbance, 
diarrhea (antibiotic induced and others),’” 
fever blisters and canker sores of herpetic 
origin. 

Usual dosage for adults and children: 
Four tablets or one packet of granules chewed 
and swallowed four times a day. 


Supplied: Tablets in bottles of fifty—Granules in 
boxes of twelve one gram packets. 

(1) Siver, Robert H.: Current Medical Digest, Vol. XXI, No. 9, Septem 

ber 1954. (2) McGivney, Jobn: Texas State Journal of Medicine, Vol. 5!, 

No. 1, January 1955. (3) Frykman, Howard M.: Minnesota Medicine, 


Vol. 38, No. 1, January 1955. (4) Weekes, D. J.: N. Y. State Journal of 
Medicine, Vol. 58, No. 16, August 1958. 


HYNSON, WESTCOTT & DUNNING, INC. 


Baltimore, Md. 
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Urinary Tract Infections of Childhood’ 


ROBERT H. OWENS, M.D., and JAMES F. O’MALLEY, M.D., 


Kansas City, Mo. 


In the management of infections of the urinary tract in children, conservative measures 
usually suffice in their control. This is especially true in the girls. Surgical treatment is 
at times required in the treatment of infection in boys. 


THE PROBLEM OF URINARY TRACT INFECTIONS 
of childhood encompasses etiology, proper 
diagnosis, adequate treatment and prevention 
of chronic disease of the genitourinary tract. 
In spite of the antibacterial agents the amount 
of chronic pyelonephritis has not been signifi- 
cantly reduced and this disease remains re- 
sistant to treatment.! It is important, there- 
fore, to review our present approach to the 
problem in a critical fashion. 

Campbell? states that urinary tract in- 
fections occur twice as frequently in the first 
24 months of life. The incidence of chronic 
infections is higher in older children. It is 
generally accepted that bacteria have a greater 
opportunity to invade the female bladder than 
the male. It is amazing that in the diaper age 
group all infant girls do not develop cystitis. 
Although acute pyelonephritis is twice as com- 
mon in this age group, recurrent cystitis is in- 
frequently seen or at least recognized. The 
children with recurrent and chronic cystitis 
seem to develop their problem after the void- 


ing patterns have been established. The 
question is: 


(1) Do these children develop chronic and 
recurrent infections due to inadequate treat- 
ment of acute infections in the diaper age 
group? 

(2) Or, as the voiding patterns emerge, do 
these children develop habits which are con- 
ducive to recurrent infections? 


In reviewing 124 children subjected to 


—_ 


*Read before the Section on Urology, Southern Medical 
oo ag plea Annual Meeting, St. Louis, Mo., Oct. 


urologic study for recurrent or chronic in- 
fections we find that only 8 children were 
under the age of 2 years. The mean incidence 
occurred at age 6, and there was the classical 
frequency of 5 times in favor of the girls. 


Mitchell and Nelson® state that the fre- 
quency of voiding in the infant is from 5 to 
40 times a day. After bladder control occurs 
the frequency varies from 6 to 8 times in a 24 
hour period. By conditioning, the child learns 
to relax the bladder through cerebral inhibi- 
tion. This allows the accommodation of more 
urine and thus voluntary continence. Condi- 
tioning also increases the bladder capacity so 
the child is able to hold 5 to 8 ounces of 
urine before the desire to void appears. 

In the process of conditioning, the child 
may fail to develop proper cerebral inhibition. 
These children frequently have a diurnal fre- 
quency and nocturnal enuresis. There are 
other children, who though models of train- 
ing, may resist the desire to void. These chil- 
dren either through habit or from psychologic 
factors will resist voiding for long hours 
(Fig. 1). The bladder, when over-distended, 
tends to pull the vesicle neck upward. These 
children, when they do void, have difficulty 
in relaxing the vesicle neck and initiating the 
voiding stream. They also empty their bladder 
inadequately and intermittently carry a residu- 
al urine. This leads to an acquired type of 
contraction of the vesicle neck and the ob- 
structive uropathy picture which perpetuates 
urinary tract infections. 


In children the bladder is more of an ab- 
dominal organ than it is in an adult. The 
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ureterovesicle junction has less angulation and 
valve action (Fig. 2). Bladder infections, 


FIG. 2 





Normal retrograde pyelogram showing direct course of z 
ureter in child. Gravity cystogram showing megacystic syndrome. 
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FIG. 3 





I. V. pyelogram showing megacystic syndrome. 


therefore, are more prone to involve the 
kidneys by reflux. 
congenital contracture of the vesicle neck, 


Add to this acquired or 


FIG. 4 
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FIG. 5 





Cystogram showing reflux of urine. 


and the problem of infection is greatly com- 
pounded. 


Diagnosis and Treatment of Acute Infections 


Pediatricians and general practitioners 
should be made aware of the proper approach 
to the problem. Since the treatment of 
chronic pyelonephritis has not improved, 
early diagnosis and adequate treatment of 
acute infections is essential. 

The initial diagnosis should be ac- 
companied by a urine culture and drug sensi- 
tivity test. This procedure should be as im- 
portant as a white count in the diagnosis of 
acute appendicitis. The specimen should be 
obtained by catheter in the girls and a clean 
voided specimen in the boys. Much has been 
written condemning the use of the catheter, 
but the urologist has long known the proper 
use of the catheter as diagnostic, therapeutic, 
and sometimes even lifesaving. 

The culture having been taken, therapy 
may be started. Even though the drug sensi- 
tivities are not reported, drug resistance will 
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be determined within a few days and the 
proper antibacterial agent used. McCabe, 
Jackson and Grieble! have shown that the use 
of multiple antimicrobial agents causes a 
greater number of untoward reactions, and 
that a mixture of drugs is no more likely to 
cure than the use of a single agent. It is also 
true that frequently resistant strains will arise 
from this therapy. A “shotgun” approach to 
therapy without cultures and their sensitivity 
is to be deplored. How many cryptogenic 
fevers of childhood have been treated for 4 or 
5 days with the later emergence of a resistant 
infection of the urinary tract? 

Treatment with the specific antibacterial 
agent must be given in adequate dosage to 
exceed the bactericidal effect of the drug in 
the urine. The drug also must be given for 
sufficient time to eradicate pyuria and 
bacteruria. This indicates the importance of 
follow-up urinary examination. It is impor- 
tant to perform gram stains on the sediment 
of fresh, clean voided urines. About 5,000 to 
10,000 bacteria per ml. of urine must be pres- 
ent before they can be seen on an ordinary 
smear. The number of bacteria that distin- 
guishes significant bacteruria from contami- 


FIG. 6 





Cystogram showing severe bladder damage without reflux of 
urine. 
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FIG. 7 


(A) I. V. pyelogram showing hydronephrosis and megalo-ureter secondary to vesical neck contracture. (B) Postoperative 


I. V. pyelogram following a vesical-urethroplasty. 


nation is 10,000 to 100,000 per ml. of urine.* 
Therefore it follows that if the gram stain is 
negative the infection has probably been eradi- 
cated. If it is positive colony counts should 
be done. 

If the urinary tract infection recurs, com- 
plete urologic investigation is warranted. 


Urologic Diagnosis and Treatment of 
Recurrent and Chronic Infections of the 
Urinary Tract 

Most recurrent pyelonephritis occurs in 
children with systemic disease or obstructive 
lesions of the urinary tract.> After a thorough 
history, physical examination and laboratory 
studies to rule out systemic disease, the uro- 
logic investigation follows. 

Cystoscopy and gravity cystogram are done 
under anesthesia. Intravenous or retrograde 
pyelograms are then performed, whichever 
study is warranted. It is important to mini- 
mize the x-ray exposure of the premature 
gonads, and after the cystogram is made these 
are protected by lead shielding. Frequently 
complete information can be obtained by two 
films. Cultures are also obtained for routine 
bacteria and acid fast organisms (Figs. 3-7). 


If routine studies visualize obstruction, 


bladder damage, reflux of urine or hydro- 
nephrosis, one proceeds with the definitive 
correction of obstructive uropathy. 


FIG. 8 





Normal I. V. pyelogram. 
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FIG. 9 





Normal cystogram. 


The bladder of children is sometimes dif- 
ficult to evaluate. Because of early reflux the 
bladder may show little signs of damage and 
there may be considerable silent renal dam- 
age. The next step, therefore, is to obtain a 
voiding cystogram. This is obtained when the 
child is awake and alert (Figs. 8-10). 

The urologic treatment of recurrent and 
chronic infections is divided into conservative 
and surgical (Table 1). 

The conservative treatment is reserved for 
patients with recurrent or chronic infections 
without anatomic obstruction, ureteral re- 
flux, or surgical congenital anomalies. The 
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FIG. 10 





Voiding cystogram of patient shown in figures 8 and 9, 
showing reflux of the urine. 


conservative treatment consists of intermit- 
tent urethral dilation with the use of inter- 
mittent or prolonged urinary antiseptics. The 
frequency and caliber of dilation is frankly 
an enigma to us. Once urinary antisepsis is 
established, these children seem to do as well 
on bimonthly as weekly dilations but each 
case must be individualized. The rational of 
dilating the vesicle neck is obscure although 
it may interrupt spasm of the vesicle neck 
(Table 2). 

The operative correction consists of de- 
finitive surgical correction of congenital 
anomalies and a Bradford-Young type of cor- 
rection of the vesicle neck.6 We have given 








TABLE 1 up transurethral resection of the vesicle neck 
in children because of what we consider far 
ae superior res at o ration (Table 3). 
Indications for Conservative —r results at oe a on ( ) 
Treatment Indications for Surgery 
. , Summary 
1. ane of chronic 1. Demonstrable obstruction: 
Intection . ° 
-ipaiai A. Congenital valves Te ; “ePVv1leEWw i i i i 
| te . ne We have review ed the significant etiologic 
3. No reflux of urine * | eeatien dete and therapeutic factors in the treatment of 
° —— of renal 3. Upper tract damage urinary tract infections in childhood. One 
5. No constant residual & See et eee : hundred and twenty-four children had a 
urine 5. Constant residual urine # 4 
complete urologic survey for recurrent or 
TABLE 2 
PATIENTS TREATED BY CONSERVATIVE THERAPY 
Duration Length Still 
of o Under 
Number Age Sex Symptoms Treatment Treatment 
lll 5 mos. 12 yrs. Female-93 Average 6 wks. to 27 
Mean-6 yrs. Male-20 


9 mos. 4 yrs. 











| 
| 
| 





chronic infection of the urinary tract. Of 
these, 111 were treated by the conservative 
measures of urethral dilation, urinary anti- 
septics, and double voiding. Many of these 


TABLE 3 
PATIENTS TREATED SURGICALLY 








Patient Age Sex Symptoms Operation 

M.M. 2 M 2 Wks. Y-V plasty to neck 
of bladder 

P.D. 3 M 6 Mos Y-V plasty 

G.P. 9 M 2 Yrs. Y-V plasty and 
hemicystectomy 

G.M. 7 M 2 Yrs. Y-V plasty and hutch 
ureteroplasty 

D.M. 9 M 2 Yrs. Y-V plasty 

53. 6 M 3 Yrs. Y-V plasty 

J.C. 12 M 6 Yrs. Cystotomy (too little, 
too late) 

D.B. 5 F l Vr. Y-V plasty 

M.M. : F 6 Mos. Y-V plasty and 
nephroureter- 
ectomy 

E.W. 3 F 6 Mos. Y-V plasty and 
heminephrecto- 
my and uretero- 
ectomy 

S.P. 6 F 1 Yr. Y-V plasty 
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patients are still under observation, and in 
only 2 cases has operation seemed necessary 
because of progression of the urologic dis- 
ease. Eleven cases had Y-V plasty to the neck 
and the correction of other anomalies. By far 
the greater number of little girls were treated 
conservatively. A much higher percentage of 
little boys with urinary tract disease were 
found to have demonstrable evidence of ob- 
struction requiring surgery. 
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Twelve Months’ Experience in 
Anesthesia in a 300 Bed 


General Hospital” 


LESTER RUMBLE, JR., M.D., A. R. GHOLSON, M.D., J. A. BORDON, M.D., 
E. LEE FRY, M.D., RAYMOND TENENBAUM, M.D.,+ Atlanta, Ga., and 


§. F. NOBLE, M.D., Winnipeg, Canada 


Good medical practice demands well-kept records. In general, slipshod practice goes hand 
in hand with slipshod records. Good records point the path to better diagnosis and 

offer a reminder of errors or inadequacies in management and therapy. The 

authors have set an example which might well be emulated 


by others, no matter what the field of practice. 


As ANESTHESIOLOGISTS PROGRESS into practice 
from residency training, certain aspects of 
record keeping lag behind. We rarely see a 
statistical report of the activities of “trained” 
anesthesiologists. Most of the evaluations 
which appear come from training institutions 
and may not represent a true picture of what 
occurs in the practice of our specialty. Many 
anesthesiologists do not compile monthly or 
yearly statistics. There may be a tendency to 
overlook or forget the poor results obtained, 
and certainly there is no basis on which these 
individuals may evaluate their results from 
month to month or from year to year. 


Last year, our group decided to concentrate 
on keeping accurate records on all patients to 
better evaluate each individual’s activities. 
This paper represents the compiled results of 
our first year. 


Method 


During the 12 months covered in this re- 
port, all anesthetics (except local) in a 300- 
bed private general hospital were administered 
by our group. This group consists of seven 
board qualified (or eligible) anesthesiologists 
and three nurse anesthetists. The nurses have 
been under the direction of the senior mem- 
ber for 10, 9 and 7 years respectively. All pa- 
tients were evaluated preoperatively by one of 
the anesthesiologists and orders written by 
him. Night and week-end coverage was car- 


meee 


*Read before a joint session of the Sections on Anesthesi- 
ology and Pediatrics, Southern Medical Association, Fifty- 
Fourth Annual Meeting, St. Louis, Mo., Oct. 31-Nov. 3, 1960. 
_tFrom the Department of Anesthesiology, St. Joseph’s In- 
firmary, Atlanta, Ga. 
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ried out by one of the anesthesiologists. All 
patients were seen by an anesthesiologist post- 
operatively until their outcome was de- 
termined. Thus, all anesthesia was admin- 
istered and all evaluation done by trained and 
experienced personnel. 


A monthly report form was devised with the 
idea of tabulating events occurring during and 
after anesthesia. Figure 1 shows the front 
page of this form which contains space for 
tabulating the methods used, the category of 
surgery, the use of adjuncts and the number 
of agents employed. Space was provided for 
a short summary of all deaths, whether they 
were in the operating room or 3 weeks later. 
On the reverse side of this form (Fig. 2) space 
was provided for tabulating “‘complications” 
occurring during and after anesthesia. Events 
which transpired in the recovery room were 
included in the operative section. Throughout 
this form no attempt was made to tabulate 
the types of agents used, since this much detail 
usually led to confusion. Certain criteria, 
which will be mentioned as the results are 
listed, were established for each section. 

A standard McBee Keysort Anesthesia 
Record with some modifications for use by 
the recovery room was used (Figs. 3 and 4). 
Each individual used his own system of chart 
completion, with emphasis placed on accurate 
and complete use of the record. To assure 
that all patients were tabulated, the perma- 
nent record of our triplicate system of patient 
charge slips was used as the basis for a nu- 
merical check on each monthly report. 
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Initials} No. |Age|Sex|Diagnosis|OperationjAnes. 


TYPE NUMBER 
1. Inhalation, Alone 1. Endotracheal 
2. Infiltration, Alone Oral 
3. Sub-Arachnoid, Alone Nasal 
4. Other Regional, Alone 2. Relaxants 
5. Intravenous, Alone Curare 
6. Intravenous, Inhalation Succinylcholine 
7. Intravenous-Regional 3. Number of Agents 
8. Rectal-(1I.V.)-Inhalation One only 
9. Rectal-(1I.V.)-Regional Two only 
10. Sub-Arachncid-Intravenous Three or more 
11. Sub-Arachnoid-(I.V.}-Inhalation 4. Major Operations 
12 Minor Operations 
5. Deaths: 
Total In O.R. 
In-Patients In Recovery Room 
Out-Patients 24 hrs. post-operative 
Male 48 or more hrs. post-op. 
Female 
DEATHS 
Pts: Chart 


Date |Cause of Death|Date|]Autopsy|Class 












































5. Combination. 


Material and Results 


During this 12 months period, operations 

were performed on 8,527 patients. As shown 

in table 1, 3,232 of these operations were 
major and 5,295 were minor. All operations 
which involved entering a body cavity or 
which involved large areas of tissue were 
classified as major. All others were listed as 
minor. Some of the major procedures, with 








1. Pre-existing disease; 2. Technical (Surg); 3. Technical (Anes); 4. Post-op complication; 


the number performed, are also listed. There 
was no predominance of either sex. 

The evaluation of patient risk is shown in 
table 2. No attempt was made to further sub- 
divide the physical status. A patient with 
hypertension is a fair risk patient. One with 
hypertension, congestive failure and a history 
of infarction is a poor risk. There seems no 
need for “shades of gray.” Furthermore, there 
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FIG. 2 
COMPLICATIONS 
OPERATIVE POST-OPERATIVE 
1. Respiratory NO. v4 NO. ke 
Prolonged Apnea Sore Throat 
[Aspiration Laryngitis 
Excessive Increased Secretions 
Secretions Atelectasis 
Pulmonary Embolus 
2. Circulatory 
Hypotension Hypertension 
Vagal Type Hypotension 
Blood Loss Reflex 
Hypertension Blood Loss 
Arrythmia Coronary Insuff. 
Coronary Occlusion 
Thrombophlebitis 
3. Neurological 
Headache 
Paresthesia 
Paralysis 
4. Other 
Difficult Muscle Pains 
Endotracheal Backache 
Difficult Spinal 
5. Gastro- 
Intestinal 
1. Vomiting N.&V. less than 24 hrs. 
Pre-op N.&V. more than 24 hrs. 
During In- TOTAL 
duction P.E.C. 
During Hyst. 
Mainte- Kidney 
nance G.f. Tract 
With Craniotomy 
Aspiration TOTAL 
During N.&V. not anticipated 
Reaction 
In Rec. Rm. 
2. Inflated 
Stomach 

















New Personnel and Equipment 





is no safe anesthetic and much more depends 
on how the patient is managed than on what 
agent is utilized. The apparent frequency of 
anesthetic accidents in good risk patients some- 
what negates the statistical value of preoper- 
ative risk determinations. 


Table 3 shows the methods used and the 


frequency of their usage. Inhalation anes- 
thesia alone was utilized primarily in pediatric 
patients under 2 years of age or under 20 
pounds in weight. Agents utilized were vinyl 
ether (Vinethene), cyclopropane, and ethyl 
ether. One third of these cases represent out- 
patient procedures where other methods were 
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FIG. 3 


not feasible. Anesthesia in inpatient children 
between 2 and 6 years of age (20 to 60 pounds) 
was induced with rectal thiamylal sodium 
(Surital) followed by inhalation or a combi- 
nation of intravenous and inhalation technics. 

The combination of intravenous and re- 
gional technics was utilized primarily for 
bronchoscopic and laryngoscopic procedures. 
In some instances no topical (regional) agent 
was utilized. Four hundred and sixty-seven 
bronchoscopies were managed in this fashion. 


CHANGE CAM STER 


memOrNmAt — keeey mame 
Sany TACHYCARONA Sore 
Aeresowane fact mucus 
i COPEESHOR oF wan 
eccrine 
mrnou ae 

om aut 


i 





Intravenous anesthesia was used alone only in 
very minor and short procedures. 

The use of spinal technics was relatively 
limited. Patients undergoing transurethral re- 
section, anal procedures and cesarean section 
were encouraged to accept spinal anesthesia. 
For other types of surgery no attempt was 
made to encourage the use of spinal anes- 
thesia, since the public seems reticent to ac- 
cept this method. Pontocaine, either weighted 
with glucose or made hypobaric with distilled 


TABLE 1 


OPERATIONS PERFORMED 

















Major 3,232 Emergencies 867 
Total 8,527 

Minor 5,295 Outpatients 110 

Examples 

Open heart 30 Laminectomy 116 Cholecystectomy 199 
Open chest 130 Appendectomy 364 Hysterectomy 279 
Hip nail 61 Craniotomy 44 Gastrectomy 104 
Radical mastectomy 54 Cesarean section 68 
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FIG. 4 


Prepay dag 


__STE oF oPtRaTIOn 














t 
{ 
ze. 























ae 
OOK Aen 
Le ehie teal 
Cra 
ame Te 
ad 
(e@ene 
Lakin’ 
} vasopmesson coca 
| OxvGts CR 
n mes 
rome 
ly partons 
e- saroee om 
re ane reo 
mn Amsoer om 
Ce 
a. voenae 
OE BOLE rem, 
as ON SE ROT s THE 
“S- Orot esta as 
ic Ato TRAC em aL 
ed ae 
ed os ca 
= =" 
wes 
Lemmeneren? 
867 
110 
199 water, was the only drug used for this method. given in the lateral position. A special 26 
pe For anorectal procedures the spinal tap was gauge needle, modified by one of us (J.A.B.), 
68 performed with the patient in the jackknife was employed in most instances. 


position. All other spinal anesthetics were The basic anesthetic technic utilized was 
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TABLE 2 
PREOPERATIVE EVALUATION 

Poor risk 367 4.1% 
Fair risk 746 8.5% 
Good risk 7,414 87.4% 

8,527 100.0% 
Male 4,033 


Female 4,494 





the intravenous-inhalation combination. In- 
duction was performed with thiamylal sodium, 
muscular paralysis induced and maintained 
with a succinylcholine (Anectine) drip and 
analgesia-amnesia maintained with nitrous 
oxide-oxygen in a 3:1 liter ratio. Controlled 
respiration was carried out from induction to 
nearly the point of reaction. Occasionally 
cyclopropane was added for the last 10 to 20 
minutes of closure, when the analgesia pro- 
duced by nitrous oxide was not sufficient to 
prevent extremity motion. 

Where infiltration anesthesia was used, 
usually no anesthetist was present. However, 
in certain poor risk candidates one of us did 
“stand by” to administer supportive therapy. 
This duty was increased with the advent of 
vascular surgery. Other regional anesthesia 
was limited in its application, especially since 
we did not administer anesthesia for ob- 
stetrics. 

One of our principles has been to utilize 
the fewest possible agents to accomplish the 
job. Table 4 shows the frequency with which 
a multiplicity of agents was employed. The 
frequency of the use of only two agents paral- 
lels the use of our standard technic. The use 
of three agents generally represents the termi- 
nal addition of cyclopropane to the standard 
technic or the use of two inhalation agents 
(viz: vinyl ether and ether) after induction by 


TABLE 3 


METHODS EMPLOYED 
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TABLE 4 
AGENTS AND ADJUNCTS 


























One agent only 1,579 18.5% 
Two agents only 5,838 68.4% 
Three or more 1,110 13.1% 

Total 8,527 100.0% 
Oral intubation 2,871 32.6% 
Nasal intubation 126 14% 

Total 2,997 34.0% 
Curare 293 3.4% 
Succinylcholine 5,987 70.0% 

Total 6,280 73.4% 








thiamylal sodium rectally. Adjuncts to these 
agents are also tabulated. The fact that only 
33% of all patients were intubated indicates 
that control of ventilation does not necessi- 
tate such a maneuver. 

Table 5 shows the respiratory “complica- 
tions” encountered during and after oper- 
ation. With the extensive use of muscle re- 
laxants, prolonged apnea or weakness neces- 
sitating ventilatory assistance after skin 
closure occurred 81 times, representing 1.3% 
of succinylcholine administrations. The other 
respiratory occurrences are not remarkable. 
Postoperatively, sore throats and laryngitis ac- 
counted for the majority of “complications.” 
The 2 instances of subglottic edema followed 
prolonged intubation in small children who 
underwent neurosurgical procedures. Neither 
required tracheostomy. 

Circulatory “complications” are tabulated 
in table 6. Most of the cases of hypotension 
represent a vagal reaction which responded to 
atropine. Bradycardia, from the same cause 
and responding to the same treatment, con- 
stituted the majority of the arrhythmias. 
Three instances of cardiac arrest were en- 
countered, other than those to be reported 
later under deaths. These 3 patients were 
successfully resuscitated. One was the re- 








\. Fnhalation; alone 284 4.0% sult of pre-existing hypovolemia and occurred 
2. Infiltration, alone 414 5.0% 
3. Subarachnoid, alone 421 5.0% 
4. Other regional, alone TABLE 5 
& Seeenen, ene 552 7 RESPIRATORY COMPLICATIONS 
6. Intravenous-inhalation 5,851 68.0% 
7. Intravenous-regional 314 4.0% a . 
8. Rectal (I.V.) inhalation 547 7.0% eee’ veaninnees 
9. Rectal (I.V.) regional 11 Prolonged apnea 81 1.3% Sore throat 227 8.0% 
10. Subarachnoid-intravenous 121 Aspirations 0 0 Laryngitis 26 
11. Subarachnoid-inhalation 7 Excessive secretions 42 Increased secretions 40 
12. Whiskey teat 1 Laryngospasm 21 Atelectasis 19 
Bronchospasm 13 Pulmonary embolus 2 
8,527 100.0% Hiccoughs 4 
(approx.) Subglottic edema 2 
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TABLE 6 
CIRCULATORY COMPLICATIONS 








Operative Postoperative 

Hypotension 598 10.0% Hypertension 0 
Vagal type 464 8.0% Hypotension 107 
Blood loss 134 2.0% Reflex 97 
Hypertension 8 Blood loss 30 
Arrhythmia 178 2.0% Coronary insufficiency 8 
Cardiac arrest 3 Coronary occlusion 2 
Thrombophlebitis 1 

Delerium tremens 4 


——— 





after the administration of thiamylal sodium. 
The second occurred in the recovery room as 
the result of inadequate ventilation after an 
open-heart operation. The third was the re- 
sult of inadvertent rupture of the left ventricle 
during mitral commissurotomy. Postoperative 
circulatory complications show nothing re- 
markable except that delirium tremens was 
incorrectly placed in this category when the 
tables were prepared. This should be under 
neurologic or metabolic complications. 

Table 7 shows the neurologic and technical 
problems encountered. The 4 patients who 
remembered the operation offered no prob- 
lem, and failure to maintain an adequate con- 
centration of nitrous oxide through misuse 
of the gas machine accounted for these occur- 
ences. None of these patients felt pain. When- 
ever more than two attempts had to be made, 
or whenever someone else had to be called to 
assist with a spinal anesthetic or intubation, 
it was recorded as difficult. Undesired “spon- 
taneous” extubation occurred three times and 
on one occasion, a “capped” tooth was broken. 
Postoperatively, none of the headaches fol- 
lowed spinal anesthesia. Muscle pains  oc- 
curred in 2.3% of the group receiving succi- 
nylcholine, primarily after minor procedures. 
The 3 instances of paresthesia were all of the 
ulnar nerve, representing improper placement 
of the elbow during the operation. 


The gastrointestinal events, both during and 
after anesthesia, require little comment. The 


TABLE 7 
NEUROLOGIC AND OTHER COMPLICATIONS 








Operative Postoperative 
Remembered surgery 4 Headache 23 
Convulsions Paresthesia 3 
Difficult Paralysis (C.V.A.) 1 

Endotracheal 48 Convulsions 1 
Difficult spinal 25 Disoriented 9 
Extubation 3 Muscle pains 136 2.3% 
Tooth accident 1 Backache 0 0 
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fact that 867 of these patients had an emergen- 
cy condition and 110 were outpatients (in 
whom the likelihood of a full stomach was 
present) is significant when only one of these 
aspirated gastric contents and only 26 vomited 
during the maintenance of anesthesia. Post- 
operatively a patient was counted as having 
nausea and vomiting if vomiting occurred 
more than one time. No attempt was made to 
separate narcotic nausea and vomiting, how- 
ever, the five categories of surgery listed were 
“exempted” since vomiting is common after 
these procedures (Table 8). 

Table 9 shows the total number of deaths 
in this series. Of the 52 deaths 24 were the 
result of pre-existing disease. An example is 
the patient who ruptured his aortic aneurysm 
just after the peritoneum was incised. Others 
included head injuries, brain tumors and 
mesenteric thromboses. Five patients suc- 
cumbed to errors in surgical technic,—such as 
a leaking gastric anastomosis. The patient in 
this category who died in the operating room 
did so during an open-heart procedure as the 
result of some fault with the extracorporeal 
circuit resulting in massive pulmonary hemor- 
rhage. 

The 3 deaths attributed to anesthesia rep- 
resent one of air embolism from rapid ad- 
ministration of blood, one of cardiac arrest 
during gastric resection for a bleeding ulcer 
(potassium toxicity?), and an arrest during 
carotid pressure before an incision for ex- 
posure of the artery prior to craniotomy for 
cerebral aneurysm. The latter patient was 
also undergoing hypothermia. 

Deaths from postoperative complications, 
such as pulmonary emboli, coronary insuf- 
ficiency and occlusion, numbered sixteen. 
Three of these occurred in the recovery room. 
All were in patients over 65 years of age and 


TABLE 8 
GASTROINTESTINAL COMPLICATIONS 











1. Vomiting N&V less than 24 hrs. 599 7.0% 
Preoperatively 10 N&V more than 24 hrs. 184 2.1% 
During induction 2 — 
During maintenance 24 Total 783 9.1% 
With aspiration lL PES. 56 
During reaction 99 Hysterectomy 118 
In recovery room 193 Kidney 47 

2. Inflated stomach 90 G.I. tract 107 

Craniotomy 9 
Total 337 


N&V not anticipated 446 5.2% 
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TABLE 9 
DEATHS 
Pre-existing Technical Anesthesia Postoperative 
Disease Surgical Technical Comblications Combined 

In O.R. 9 4 1 8 0 1 
In R.R. 6 2 0 3 1 
24 hours 10 6 1 0 3 0 
48 hours or more 27 12 3 0 10 = 
Totals 52 24 5 3 





16 4 





followed the pattern of sudden hypotension, 
arrest, attempted resuscitation (open chest) 
and failure of the return of an effective heart 
beat. At postmortem all showed severe coro- 
nary atherosclerosis. 

Four deaths were classified as resulting from 
combined causes. The one in the operating 
room occurred during an open-heart pro- 
cedure terminating in irreversible ventricular 
fibrillation. In the series of 30 open-heart 
cases, this represented one of the 10 deaths. 
One other death was reported above. Six pa- 
tients presented inoperable conditions and 
died several days to weeks after an attempted 
operation. The 2 other deaths were the result 
of cerebral emboli of calcific origin. These 10 
deaths are included in the total of fifty-two. 


Discussion 


It is not the purpose of this paper to discuss 
the results obtained above. Rather, these re- 
sults are presented to suggest that the habit 
of statistical or semistatistical record keeping 
be encouraged and adopted by all in the prac- 
tice of anesthesia. 

Anesthesia is performed by a variety of in- 
dividuals with varying degrees of experience 
and training. It is practiced individually, in 
loosely associated groups, in close-knit groups 
and by technicians under the direction of one 
or two trained physicians. Regardless of the 
system of practice, it is our contention that too 
little attention is directed toward record keep- 
ing once the period of training is passed. Most 
training programs for both doctors and nurses 
place sufficient emphasis on adequate records, 
and nearly all maintain a statistical method of 
tabulating results. It is our belief that some of 
this should be continued in the later years of 
anesthesia practice. 

More than one consideration makes this a 
reasonable thesis. The anesthetic record 
should serve three purposes. It should reveal 
the series of events which have an influence 
on the patient’s welfare. Second, it should be 





a constant reminder to the anesthetist of his 
task in caring for that patient. It should, also, 
serve as a source of information which, during 
subsequent examination, can help prevent the 
repetition of errors or mistakes in judgment. 
To accomplish this a duplicate record is es- 
sential, since few have time to examine all of 
the patient charts each month. 


Too often, even though a duplicate record 
is kept, no one ever looks at it again. In ad- 
dition to the anesthetic record, each individual 
anesthetist should compile a report of his ac- 
tivities each month. This cannot be ac- 
complished by clerical personnel, but must be 
done by the individual who gave the anes- 
thetics. When one does this, omissions on the 
record become apparent and _ subsequent 
record keeping improves. Complications are 
quickly forgotten (even deaths), since our 
tendency is always to forget bad results. If 
tabulated monthly, there is less chance for a 
failing memory to modify the eventual sta- 
tistical total. 


The institution of such a system by each 
anesthetist would eventually result in rela- 
tively accurate statistics concerning such oc- 
currences as cardiac arrest, as well as the inci- 
dence of atelectasis, nausea and vomiting, and 
headache. The role of experience in anes- 
thesia could then be evaluated since we would 
not be almost entirely dependent on results 
obtained in institutions where training is the 
primary goal. 


Good record keeping should not be a 
burden for any practicing anesthesiologist. 
Most see their patients preoperatively, and 
with a proper anesthetic record, preoperative 
evaluation can be readily recorded at this 
time. Most records can be completed during 
anesthesia and events recorded as they occur. 
In some instances, particularly during short 
procedures, the record must be filled out later. 
This is no deterrent to completion of the task. 
Good anesthesiologists visit patients postoper- 
atively until the outcome of the operation is 
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FIG. 5 


fully known. No excessive effort is involved 
in recording postoperative data if the dupli- 
cate record is conveniently located and ac- 
cessible. In evolving our system all of these 
factors were taken into consideration, and the 
“extra” time consumed in making these re- 
ports averages one hour per month per 
anesthetist. Certainly the value of these tabu- 
lations far outweighs the time required. 

This report represents only one year’s ex- 
perience with this method. Certain modifi- 
cations in data tabulated will probably be 
forthcoming. One item has become apparent. 
It will be helpful if the word “‘sequelae” is 
utilized rather than the word “complication.” 
Certainly, a sore throat is a sequela to, and not 
a complication of, endotracheal intubation. 
Most of us are hesitant to record as compli- 
cations many of the occurrences which, to us, 
represent anticipated events. Thus, the sug- 
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gestion that this change in nomenclature be 
adopted even though some of these sequelae 
may look more like complications. 

Even though our group made a concentrated 
effort to effect complete reporting through 
this mechanism, we are not satisfied that this 
has been accomplished. We anticipate modify- 
ing our routine by seeing each other’s patients 
for a few months and comparing the results 
with the months in which each sees his own 
patients. This is done to assure that we each 
are using a similar criteria in patient evalu- 
ation. 


This report would not be complete without 
pointing out several special features in anes- 
thetic management which have helped to 
achieve these results. To avoid regurgitation 
and possible aspiration in patients with full 
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stomachs, we have adopted the technic of in- 
ducing anesthesia in such individuals in the 
reverse Trendelenburg position and perform- 
ing a rapid intubation. To this we attribute 
the lack of phenomena of aspiration so pre- 
valent in this situation. The absence of post- 
spinal headaches is attributed to the routine 
use of the needle pictured in figures 5 and 6. 
The standard Becton-Dickinson 21-gauge 
obturator needle was fitted with a small screw 
so that after subarachnoid puncture is ac- 
complished with the 26-gauge needle, the two 
become “one” when the screw is tightened. It 
is also apparent that the incidence of diffi- 
cult spinal taps is increased with the use of 
this technic, though the absence of headache 
outweighs this disadvantage. 

This study also indicates the frequency with 
which bradycardia and/or hypotension occurs 
during controlled ventilation. Atropine is al- 
ways kept at hand to counteract this phe- 
nomenon which seldom requires any other 
therapy. The incidence of inflation of the 
stomach is probably not correctly counted, 
since this is another phenomenon considered 
more a sequela than a complication. Such in- 
flation has caused no serious problem and 
produces no harmful effect so long as it does 
not interfere with surgical exposure. 

Notable by its absence is inadvertent in- 
tubation of a main-stem bronchus. This re- 
sult is achieved by use of the Sanders endo- 
tracheal tube which is so graded in length as 


SOUTHERN MEDICAL JOURNAL 


OCTOBER 196] 


to prevent bronchial intubation unless one 
inserts the proximal end of the tube into the 
oropharynx. When Portex tubes are used in 
children, they are cut to proper length, always 
erring on the side of being too short, prior 
to insertion. This is a problem that continues 
to “spring up” in the literature which can be 
solved in the above manner. 

In noting the incidence of bradycardia and 
other changes in cardiac rhythm, it has been 
decided that the use of a stethoscope monitor 
will be instituted in all cases where visual 
monitoring devices are not utilized and where 
lack of access to the patient makes palpation 
of the pulse difficult. This should help in 
earlier recognition of cardiovascular changes. 

Conclusion 

There is no specialty in medicine where at- 
tention to details is more requisite than in 
anesthesiology. Record keeping should play 
an important part in reminding us of those 
details. A completely filled out anesthetic 
record (preoperative, operative and postoper- 
ative data) generally indicates that all details 
have been considered. Blank spaces on the 
record may show blank spaces in the anesthe- 
tist’s cortical activity. —TTo any system of record 
keeping in anesthesia should be added 
monthly tabulation of all events and sequelae 
(yes, even complications) which serves as a re- 
fresher course for the ever-failing human 
memory. 
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Management of Exstrophy of the 


Urinary Bladder by Primary Closure: 


IAN M. THOMPSON, M.D.,t Columbia, Mo. 


DESPITE THE GREAT THERAPEUTIC INGENUITY 
which has been used in the problem of 
exstrophy of the urinary bladder, there has 
been little agreement regarding the best man- 
ner of managing this anomaly. Most of the 
reparative endeavors for one reason or an- 
other have been unsatisfactory. Socioeconomic 
factors as well as the inherent tendency for 
illnesses in individuals with bladder exstrophy 
have encouraged these reconstructive efforts. 
Yet the reconstruction of a functioning blad- 
der has not met with success in most in- 
stances of exstrophy. It is equally apparent 
that no method of supravesical diversion of 
urine has been developed which permits con- 
tinence and yet does not represent a constant 
hazard to the kidney. 


In general, there are two approaches to 
the management of bladder exstrophy: one is 
the reconstruction of the available bladder 
to provide both a reservoir for urine storage 
and a tubular outlet for urinary control; the 
other is the diversion of urine to intact or 
isolated intestinal segments or to the skin by 
ureterostomy. 

The simplest solution is the still prevalent 
expedient of ureterosigmoidostomy. Despite 
the esthetically suitable result, the well- 
documented morbidity attributable to this 
diversion represents a hazard which cannot 
be ignored. The ileal conduit or similar 
procedures designed to obviate fecal contami- 
nation, back pressure and electrolyte reab- 
sorption have deservedly become popular for 
permanent urinary diversion, yet from the 
socioeconomic point of view one form of in- 
continence is merely substituted for another 
when bladder exstrophy is managed in this 
fashion. 

The challenge offered by the possibility of 
primary closure of the bladder with the for- 


—_ 


*Read before the Section on Urology, Southern Medical 
Association, Fifty-Fourth Annual Meeting, St. Louis, Mo., 
Oct. 31-Nov. 3, 1960. 

tFrom the Department of Urology, University of Missouri 
School of Medicine, Columbia, Mo. 


mation of a continent outlet has lured in- 
creasing numbers of surgeons into the area 
of vesical reconstruction in exstrophy. Until 
recent years such rehabilitative procedures 
have been few, and the number of patients 
in whom long-term follow-up was available 
were even less numerous. Experience has in- 
creased and tentative conclusions may seem 
to be warranted. 


Unfortunately, the most common type of 
this anomaly is complete exstrophy. Other 
variations, consisting of either superior or 
inferior incompletion of the anterior bladder 
wall have been observed, the incomplete or 
“blind exstrophies.” It has become apparent 
that success has more frequently attended 
repair of the incomplete type of exstrophy 
and, therefore, supravesical diversion should 
never be permitted initially in such children. 

From personal experience with three 
different surgical approaches to bladder 
exstrophy during the past 5 years, the im- 
mediate and late results have permitted cer- 
tain predications regarding these methods. 

The Gersuny! procedure, in which the 
terminal colon and rectum are isolated, the 
ureters implanted, and the remaining distal 
colon mobilized and brought down under 
the external anal sphincter, avoids fecal con- 
tamination of the urinary tract but has defi- 
nite disadvantages. In 4 individuals with 
exstrophy in whom this operation was per- 
formed, urinary control was quite satisfactory 
but bowel control was similar to that of a 
perineal colostomy. Despite management for 
the colostomy all 4 patients were dissatisfied 
with the perineal position of the colonic 
stoma. Lack of bowel control led to a subse- 
quent abdominal colostomy in 3 of these 
patients. Although continence of urine was 
uniformly satisfactory attacks of pyelone- 
phritis occurred in all but one, and all pa- 
tients had chemical evidence of mild to 
moderate hyperchloremic acidosis. Steriliza- 
tion of the urine was never achieved and 
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mild to moderate hydronephrotic changes 
were apparent by urographic examination. 
Much of the disease of the urinary tract un- 
doubtedly has been due to the large capacity 
of the urinary reservoir and the infrequency 
and incompleteness of evacuation of urine. 
Lack of enthusiasm for another abdominal 
stoma coupled with the relative clinical be- 
nignity of the renal disease have in all prob- 
ability stayed the production of conduit 
diversion in these individuals. 

This brief experience with the Gersuny 
operation has, in general, proven to be 
an unhappy solution for the patient with 
exstrophy. There appears to be little advan- 
tage over ureterosigmoidostomy in respect to 
renal disease, and a urinary conduit stoma 
would seem preferable to the vagaries of a 
perineal colostomy. 

The ingenious Tracy Powell? operation for 
exstrophy, as can be seen from the diagram, 
is an extensive procedure and is applicable 
only to younger children because of the re- 
striction imposed by the mesentery of the 
sigmoid loop (Fig. 1). As the pelvis deepens 
in older children there is increasing difficulty 
in delivering the stomal end of the loop under 
the external anal sphincter and out to the 
perineum. To expect an anal sphincter to 
mimic the vesicourethral sphincter would ap- 
pear unlikely, but Powell’s early experience 
kindled our hopes. 

The promising features of the Powell pro- 
cedure were primary bladder closure without 
the uncertainty of reconstructing the posterior 
urethra for urinary control, and doing away 
with ureteral anastomosis and, of great im- 
portance, the lack of fecal contamination. In 
7 children the procedure, although lengthy, 
was initially well tolerated. However, during 
the ensuing 5 years many problems seemingly 
inherent in this approach have appeared. 
Two unfortunate features of the technic are 
quite possibly etiologic. In every child fis- 
tulous drainage persisted from the abdomi- 
nal wound for long periods, and in 3 children 
the vesicocutaneous fistulas have recurred 
since secondary closure has not proven fea- 
sible. Reflux is, and has been present in all 
children, and coupled with the fistulas has 
been a major source of discomfort. These 
complications are obviously related to the 
fundamental problem of certain bladder 
exstrophies, namely, a small, fibrous bladder 
with poor muscle which cannot be expected 
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FIG. 1 





Powell procedure. Isolated sigmoid segment anastomosed to 
the previously closed bladder emerging under the external 
anal sphincter anterior to the rectum. 


to expand postoperatively, and therefore pro- 


ducing the high intracavitary pressures re- 
sponsible for fistulas and reflux. Deterioration 
of the upper urinary tract occurred promptly 
in 3 of the children and forced a type of 
diversion which would best insure the preser- 
vation or remaining renal function. This was 
accomplished by uretero-iliac segment anasto- 
mosis. 

One male child who had a capacious 
exstrophic bladder has had a fairly satisfac- 
tory clinical course during the past 5 years. 
He is continent of urine and feces and can 
void on demand. A small amount of residuum 
is present in the colonic segment following 
micturition; the urine is infected and reflux 
is present, but the renal function and archi- 
tecture have shown only minimal change from 
normal. The reason this child has progressed 
as well as he has is undoubtedly related to 
the more adequate size and muscularity of 
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his bladder, its wide-mouthed communication 
with the colon segment and the ability of the 
capacious colonic conduit to reduce intra- 
vesical pressures. 

One female child, despite a small vesico- 
vaginal fistula, voids in a satisfactory fashion 
and has control of the perineal stoma. The 
vaginal seepage of urine is scanty and permits 
normal amounts of urine to be evacuated 
during micturition. The urine is infected, re- 
flux is present, and mild hydronephrosis is ap- 
parent on excretory urography. Clinically the 
child is well. More extensive investigation of 
the fistulous site and reparative surgery is 
contemplated in the future. 

In summary only 2 of these 7 children in 
whom the Powell procedure was carried out 
have derived benefit from the reconstruction. 
Certainly the elimination of fecal contamina- 
tion has permitted their precarious balance. 
Objectively, it is surprising that any of the 
children have obtained urinary control, since 
the anal sphincter cannot be likened to the 
smooth muscle of the urethrovesical outlet. 
It is more rational to assume that the re- 
sistance of the perineal structures in conjunc- 
tion with a large capacity, low pressure reser- 
voir may actually be the features responsible 
for continence. 

Analysis of the preponderance of failures 
with the Powell procedure again emphasizes 
the importance of the size and muscularity 
of the bladder when closure of the blad- 
der is attempted. Therefore, only the large 
exstrophies in which there is good muscula- 
ture should be considered for this operation, 
and even under the best of circumstances the 
long-term results may not justify its use be- 
cause of many potential hazards. 

Accumulating experience with technics for 
reconstruction of the bladder and urethra in 
a manner to simulate the normal architecture 
of the lower urinary tract has suggested that 
in certain instances satisfactory control of 
micturition can be achieved. The factor al- 
most exclusively responsible for success or 
failure is again the size and potential capacity 
of the exstrophic bladder. The anatomic fac- 
tors upon which most reconstructive results 
depend may not be readily discerned upon 
simple inspection of the bladder. Examina- 
tion under anesthesia and a subsequent at- 
tempt at mobilization may be necessary to 
demonstrate the actual extent and vitality 
of the muscle. 
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Of 9 patients with exstrophy in whom pri- 
mary closure of the bladder has been done 
in the past 5 years, 5 patients were found 
at the time of operation to have bladders 
which were significantly smaller and with 
less muscle than had been estimated before 
operation. The operative technics used in 
the first 4 of this group consisted of com- 
plete mobilization of the supratrigonal blad- 
der and wide lateral dissection in the area 
of the posterior urethra and vesical neck to 
develop fascial flaps which would permit the 


FIG. 2 











Operative technic for the small fibrous type of exstrophy. 
First stage. 
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formation of a tube of the muscle fibers at 
the outlet without disrupting their viability. 
Generous fascial flaps allow the posterior 
muscle rim to be brought together with a 
minimum of tension. The  supratrigonal 
muscle is simply approximated to the mar- 
gins of the vesical outlet tube. 

Although the immediate results in the 
group having a small bladder seemed satis- 
factory, all have proven to be unqualified 
failures. The 3 boys and one girl never dem- 
onstrated the elasticity of a reservoir type of 


FIG. 3 











Operative technic for the small fibrous type of exstrophy. 
First stage. 
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Operative technic for the small fibrous type of exstrophy. 
First stage. 


bladder. The intermittency of the small spurts 
of urine evacuated through the urethra sug- 
gested that peripheral resistance had been 
achieved but rapid clinical deterioration 
proved the deleterious effect of the high in- 
tracavitary pressures obtained. Hydrone- 
phrosis, ureteral reflux, pyelonephritis and 
loss of renal function required prompt di- 
version of urine to an iliac segment in these 4 
children. 

The fifth child in the group with a small 
bladder has been managed by a different 
technic, predicated on the acknowledgment 
that reservoir capacity cannot be expected 
from these tiny bundles of muscle. Evidence 
that urinary control is a consequence of a 
coaptation of a length of viable smooth mus- 
cle suggested the use of the entire bladder, 
in those with a small bladder, for reconstruc- 
tion of the outlet (Figs. 2-6). Reservoir ca- 
pacity will be secured by ileocystoplasty 
subsequent to complete healing of the recon- 
structed outlet, and the upper urinary tract 
will be protected until that time by supra- 
pubic catheter drainage. The second stage of 
ileocystoplasty has not been carried out as 
yet, but the child has not shown any evidence 
of renal or clinical deterioration during this 
interim period. 

The 4 successful cases of closure of the 
bladder were in children with capacious and 


FIG. 5 





Operative technic for the small fibrous type of cxstrophy. 
First stage. 
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FIG. 6 








Operative technic for the small fibrous type of exstrophy. 
First stage. 


easily invaginated exstrophies. All were man- 
aged with the operative technic described for 
the group of failures. At the time of operation 
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it was apparent that these were related to, 
and almost verged upon the incomplete type 
of exstrophy. 

An 8 year old boy is now 5 years post- 
operative; he has sterile urine, normal renal 
function and architecture, and is completely 
continent. Cystographic examination for re- 
flux has not been done because the urine 
is sterile. The other 3 children are one to 
four years postoperative and are continent to 
a degree satisfactory to their parents. Lapses 
may occur if the intervals between micturition 
are prolonged and all have had episodes of 
nocturnal enuresis. Each of these children 
has infected urine, urographic signs of reflux 
and, in one, mild hydronephrosis, but none 
has had clinical pyelonephritis or detectable 
functional deterioration. 


Despite the feasibility of achieving urinary 
control in certain of the patients with bladder 
exstrophy, it would appear that vesicoureteral 
reflux may be unavoidable. The consequences 
or concomitants of such reflux may not in- 
evitably be detrimental, however, and if con- 
stant supervision of the functional status is 
possible may not be an insurmountable 
problem. 

The results of others in primary closure of 
the bladder for the exstrophy have been 
somewhat similar to those related here. There 
has been general agreement that a successful 
outcome is much more commonly achieved 
if the bladders are capacious and have de- 
veloped well muscle. It should be apparent 
that efforts directed at closure of the small 
fibrous exstrophies must not blindly follow 
procedures of the past which have failed, but 
should concentrate on methods of overcom- 
ing the hindrances of vesical inelasticity, high 
intracavitary pressures and pyeloureteral back 
pressure. Ileocystoplasty following the con- 
struction of a viable outlet may prove to be 
a more fruitful avenue of approach to this 
problem. 
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Industrial Medicine and Surgery from 
the Point of View of Insurance: 


GEORGE P. SAWYER, Chicago, IIl. 


This represents a good summing up of the philosophy of insurance as applied to 
current forms of health insurance or to Workmen’s Compensation. 


PHYSICIANS WHO EMPHASIZE INDUSTRIAL MEDI- 
CINE AND SURGERY, or who practice exclusively 
in that field, occasionally need to review the 
relationships brought on by social legislation 
and involving their patients, employers, in- 
surance carriers and other doctors. Regulatory 
laws, court decisions and social and economic 
pressures have placed the industrial physician 
in a constantly changing picture. It has been 
said, for example, that the industrial physi- 
cian must treat industry as his patient. This 
is not to do violence to the traditional con- 
cept of the relationships between a physician 
and his patient. It is a simple recognition 
that shifting social laws have sharpened the 
interest of industry in the health of its em- 
ployees. 

The physician often tends to regard an 
insurance carrier in one of two ways. In 
the one view he sees the insurance company 
as an irritating correspondent, invading his 
privacy with requests for a multitude of 
forms and reports. No one will deny that 
the growth of the insurance industry, with 
the spread of Workmen’s Compensation to 
all states and the mushrooming of health in- 
surance, has increased the paperload in the 
office of every physician. As an industry we 
have gone a long way toward standardization 
and simplification of form work, eliminating 
the need for narrative reports in all but the 
most complicated and costly cases. Inter- 
company groups are constantly at work with 
this problem. 

If you find your office loaded with paper- 
work, have you reviewed your own proced- 
ures? Many times cumbersome reporting 
routines have developed. An insurance car- 
rier can work with you to “streamline” them 





*Read before the Section on Industrial Medicine and Sur- 
gery, Southern Medical Association, Fifty-Fourth Annual 
Meeting, St. Louis, Mo., Oct. 31-Nov. 3, 1960. 


if you will ask for help. We are interested in 
making it easier for the physician to supply 
the information we need to properly handle 
the claims in which we are involved. 

The more pleasant view of the insurance 
carrier is associated with the brighter pros- 
pect of remuneration. The insurance industry 
has taken great strides in reducing the volume 
of unpaid bills for medical services. Never 
before have so many physicians been getting 
paid for such a high percentage of their 
services. 

Industrial medical practice has prospered 
under the relatively orderly development of 
Workmen’s Compensation programs and rep- 
resents an important segment of our Ameri- 
can medical economy. It is important that the 
industrial physician understands that the in- 
surance carrier, as the third party payer of 
medical expenses, has a valid interest in the 
development of medical care programs which 
are both realistic and practical in terms of 
the end results. 

Workmen’s Compensation laws were en- 
acted in an effort to cure inadequacies of 
earlier systems for establishing the liability of 
employers. Insurance became necessary to 
make the Workmen’s Compensation systems 
effective, but insurance companies did not 
create the system. There was early recognition 
that the cost of insurance protection could be 
influenced by the number of losses involved 
in reimbursement and in the protection from 
loss. Employers, insurance carriers and doc- 
tors joined in an effort to understand the 
cause of industrial accidents and the hazards 
of occupational diseases. The elimination of 
losses through accident prevention has long 
been recognized as a legitimate aim of the in- 
surance industry. The activities of safety en- 
gineers, industrial health consultants, indus- 
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trial hygienists and medical doctors have been 
harnessed to reduce the hazards of industrial 
accidents and the harmful occupational ex- 
posures. Insurance carriers, with their own 
staffs of experts, have emphasized the needs 
for protection of employees and prevention of 
accidents. They have intensified the efforts 
of industry to provide each man with a safer 
place in which to work. 

There is seldom a meeting of industrial 
physicians that does not involve a discussion 
of the medicolegal aspects of occupational 
medicine. There is no denying the impor- 
tance of the industrial physician and his con- 
tribution in determining the compensability 
of many conditions. There is, however, a 
great tendency to over-emphasize the volume 
of Workmen’s Compensation loss dollars in- 
volved in cases.of contested liability. Only a 
small percentage of the total of reported acci- 
dents under Workmen’s Compensation ever 
reach a point of contest before arbitrators or 
referees for the determination of initial lia- 
bility. The basic social concept that lies be- 
hind Workmen’s Compensation arises from 
the belief that there is an inevitable risk of 
injury in industry, and the cost, therefore, 
should be transferred from the workmen to 
the public as a part of the cost of production. 
The problem for industry is to hold produc- 
tion costs down. One responsibility of the 
insurance industry is to investigate and, where 
indicated, by litigation defeat unwarranted 
or exaggerated claims. The obligation of phy- 
sician at this point is to supply a clearly 
written report carefully defining the issue of 
disability and its cause. The industrial phy- 
sician must not allow his professional opinion 
to be influenced by the fact that he is re- 
garded as a “management employee,” neither 
can he permit his judgment to be shaped by 
sympathy for the employee. The duty of the 
industrial physician to both employer and 
employee is to make known the medical facts. 

In spite of all efforts, industrial accidents 
persist and disabilities ensue. Where a few 
years ago relatively clear lines defined the dis- 
abilities for which industry was liable to pay 
benefits, constantly broadening interpreta- 
tions are tending to make Workmen’s Com- 
pensation responsible for the general health 
of the workman. Increasing liberality in the 
interpretation of compensable disability also 
emphasizes the need to reduce the costs of dis- 
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ability by more effective management of the 
injury. Medical services in industry are un- 
alterably tied to the cost of production. Medi- 
cal service in industry must never lose sight 
of the primary objective of the business itself. 
This means that the expenses of any medical 
program must be practical in terms of what 
the program contributes to employee produc- 
tivity. 

As an insurance carrier, we are convinced 
that we must find means by which to further 
limit the effects of injury. Good medicine is 
a much better investment than mediocre care. 
The test for good medical care is not solely 
the amount of the fee, but it includes the 
quality of the results for the patient. Ad- 
vances in medical science have progressively 
reduced the length of initial lost time due to 
injuries. New technics now save the lives of 
many who formerly would not have survived 
the early effects of trauma. Patients with in- 
juries that once were totally disabling now 
can be returned to many forms of gainful em- 
ployment. These factors combined with legis- 
lative changes have shifted the weight of losses 
to indemnity for partial disability. 

Insurance carriers recognize the need for 
the cooperative concern of the medical pro- 
fession. We have gone to the medical men 
with our problems and they have developed 
solutions. Through our Medical Advisors we 
seek to understand the medical phases of our 
needs and to have them interpreted to other 
doctors. Where knowledge was lacking we 
have joined in research to develop technics 
to control loss and to reduce the effects of 
disability. 

Rehabilitation Nurses have come into use 
to coordinate the work of the wide variety 
of skills needed to bring about the best pos- 
sible patient result. The nurses rely on the 
guidance of the industrial physician caring 
for the patient and the assistance of our own 
Medical Advisors. This has helped push the 
rehabilitation effort beyond the purely 
curative stages of medicine which once re- 
stored only the body, and has helped us to 
find ways to teach men to have useful lives 
within the limits of their handicaps. A pa- 
tient who is returned to work earlier or with 
less residual disability is better off and so 
are we. It is good labor relations for the em- 
ployer and can mean savings in future prem- 
ium costs for insurance programs. 
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Because of our belief that prevention and 
reduction of human disability is a basic func- 
tion of the casualty insurance company, we 
have undertaken to develop a better under- 
standing of the use of ancillary medical serv- 
ices to assist the attending physician in pro- 
viding for rehabilitation. 

Toward this end, in the past several years, 
we have developed our own Rehabilitation 
Centers for the referral of industrially injured 
patients as a service to attending doctors. We 
have had the opportunity to study the results 
of something over 6,000 patients who have 
passed through the Centers we have operated 
in Boston and in Chicago. These Centers 
have proven themselves as pilot programs for 
evaluating the usefulness of such a facility in 
the handling of industrial injury cases. They 
have been used in the development of new 
treatment technics and a study of their pro- 
grams and results has encouraged the develop- 
ment of community facilities for rehabilita- 
tion in many areas. They have supplied posi- 
tive proof that the length of disability can be 
reduced and residual impairment lessened. 

There remains a gap in the delivery of re- 
habilitation services to those with industrial 
handicaps. Some Centers, with good care pro- 
grams, are run at less than efficient capacity, 
while some of the patients whose injuries re- 
sult in needless permanent impairment could 
have benefited by more timely referral for 
rehabilitation care. Industrial injuries are sud- 
den in onset and the disability is acute in 
nature making timeliness of referral vital to 
the success of each case. Since the use of re- 
habilitation programs of any type represents 
costs that must be borne as medical benefits 
under the Workmen’s Compensation statutes, 
the referral of patients is generally regarded 
as the province of the attending physician and 
may hinge on his familiarity with the services 
available. Because of the medical aspects, 
most insurance carriers are inclined to favor 
those rehabilitation programs that are medi- 
cally supervised. 

We have encouraged community rehabilita- 
tion centers to seek to identify themselves 
with industrial physicians doing a volume of 
business in that area. We hope this will bring 
closer working relationships with the physi- 
cian and will lead to a better understanding 
of the abilities of the Center. Physicians who 
are familiar with a rehabilitation program 
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and confident of the professional integrity 
of its staff are more likely to recommend that 
the insurance carrier consider patient referral. 
The industrial physician has an obligation to 
the patient he treats and to the industry he 
serves to have an awareness of available serv- 
ices for treatment of his disabled patients. He 
must possess a willingness to recommend re- 
ferral at the earliest possible time consistent 
with good medical practice. 

The group health insurance field is rapidly 
developing as an area of our social economy 
in which the interdependent participants are 
the employee, employer, insurance carrier and 
industrial physician. The growing concern 
over wage losses due to prolonged illness or 
nonoccupational accidents has produced pres- 
sures for action and a demand for coverage. 
A rather haphazard scramble to devise acci- 
dent and health and hospitalization benefit 
plans, designed to meet social and economic 
pressures of the moment, has resulted in mul- 
tiple programs with little understanding of 
the problems. Variations in financing have 
run from full payment of premium by each 
employee, through various types of contribu- 
tory plans, to those programs where the em- 
ployer has paid the full cost of protection for 
the employee and his family. Employers rec- 
ognize their growing costs from these plans 
and see these charges as another factor in 
production costs. They seek methods by which 
to hold these costs within reasonable bounds. 
Here is the same fundamental need to con- 
trol loss. 


A great segment of our population believes 
that it has a vested right in the collection of 
benefits under health insurance policies. 
Much has been said and much has been 
written in an effort to encourage better pub- 
lic acceptance of the idea that health insur- 
ance and pre-payment plans should be de- 
signed to give people protection against large 
hospital and medical bills. Most people can 
meet most minor medical costs either as a cur- 
rent out of pocket expense or can provide for 
their payment in a reasonable time with no real 
stress. Industrial physicians and all others in 
the medical profession must accept their re- 
sponsibility to assist in the education of the 
public. 

Criticism of the increased costs of greater 
use of medical facilities has been loud and 
bitter. Frequently the only consideration has 
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been based on pure dollars spent without re- 
gard to the adequacy of medical care received. 
It is difficult to gain public understanding 
that improved methods of surgery, new drugs, 
better facilities and better results cost more 
than the services formerly given. Repeated 
studies confirm that, with hospitalization 
coverages, the use of medical care has in- 
creased generally throughout our population. 

A substantial measure of cost control origi- 
nates in the office of each physician. In many 
group insurance contracts provision is made 
for payment of part or all of the medical ex- 
penses or for disability benefits while the pa- 
tient is receiving medical attention. In some 
cases a certification by the attending doctor 
may be all that is required to. establish the 
liability of the carrier for payment of medical 
expenses. This comes about because the policy 
language refers to “necessary medical care” 
and, as a practical development of handling 
of claims, insurance carriers have respected 
the opinion of physicians as to the necessity 
of care being given. 

Regardless of the higher cost patients often 
exert pressure on the physician for in-hospital 
care to do procedures which could be done 
safely as an outpatient without the addition 
of charges for a hospital room. The decision 
of how and where the procedure will be car- 
ried out should not be tempered by the 
presence of some form of hospitalization in- 
surance, but rather it is a choice to be deter- 
mined by medical necessity. 

Let me give you a few illustrations. Physi- 
cians have written to us raising these ques- 
tions on our claims files. 

“She (the patient) would like to know if she 
must be an inpatient for the treatments or 
if she can take them as an outpatient. She 
would prefer taking them as an outpatient 
if possible, but wants to make sure the in- 
surance will take care of it.” 

“These same studies could have been done 
on this man as an outpatient. Instead of this, 
the insurance required that the man be hos- 
pitalized to get the benefits. This is an ex- 
ample of how insurance rates are held high.” 

“Had I realized that the patient had a 
deductible clause in her insurance policy 
which required a hospital stay of three days 
or more, I would have kept her in the hos- 
pital.” 


Are these questions of medical necessity? 
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If there is hospitalization without real medi- 
cal justification, the result is a waste of medi- 
cal resources which can only produce long- 
range increases in the cost of health coverages. 

An insurance carrier who agrees to pay 
accident and sickness benefits due to disability 
relies upon the professional ability of the 
attending physician to evaluate the necessity 
for either total or partial disability from 
work. We believe it is reasonable to expect 
the physician to reach a conclusion regarding 
lost time on the basis of his examination of 
the patient and his knowledge of the injury 
or illness. Since the physician authorizing dis- 
ability is authorizing an absence from work, 
it is reasonable to expect that he will be 
equally diligent in getting his patient back 
to the job. In fact, we expect the physician 
will encourage him to do so in the routine 
course of medical care. It is essential that 
the physician accepts the responsibility of 
recognizing that lost time due to illness or 
nonoccupational accident is a decision for 
which the premium paying public holds him 
accountable. We hold the belief that he alone 
is in possession of the medical knowledge 
upon which such decision should be made. 
We do not anticipate that the industrial phy- 
sician will permit his patient to set the length 
of his own disability by letting him tell the 
doctor when he expects to return to work. 
An industrial physician, with his familiarity 
of physicial requirements of the job, can often 
help the patient overcome the inertia of a 
vacation paid for by disability benefits. 

Efforts to develop health coverages that 
afford adequate medical care and yet remain 
within reasonable price structures will con- 
tinue to need the understanding of all con- 
cerned. No new funds are created by the mere 
existence of insurance programs, but the de- 
pletion of pooled funds by excessive losses 
creates the need for large premium charges. 

The majority of present-day voluntary 
health programs are self-limiting in either 
time or money and fail to solve the problems 
created by long-term illness and protracted 
disability. Attempts have been made, through 
various major medical plans, to increase the 
breadth of coverage by establishing substantial 
maximum dollar limits for necessary medical 
services at reasonable fees. Deductible provi- 
sions of this type of policy give the patient a 
financial interest in his own recovery. If these 
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plans or others are to operate successfully, 
there will be a renewal of the emphasis for 
good medical care and early rehabilitation as 
major contributions by the medical profession 
in the control of costs. 


Speaking at a recent symposium dealing 
with the challenge of disability control in an 
era of comprehensive medical care, S. Bruce 
Black, Chairman of Liberty Mutual Insurance 
Company, had this to say: 


“Everywhere in this country there are able 
businessmen serving on the board of directors 
of hospitals; there are labor leaders serving 
in similar capacities. Medical men are serving 
in industry both as directors and professional- 
ly. All are active in individual communities 
with drives for funds to relieve the suffering 
of the indigent. To this vast number of people 
we must get the message that the economics 
of medical care start with prevention and ends 
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with rehabilitation. The economics of medical 
care is everybody’s business. The employee in 
his home, the employer in his shop, the phy- 
sician in his office, the administrator in our 
hospitals, the technicians in our clinics and 
laboratories, need to become aware that the 
best cure is prevention. 

“There is today a great call for leadership 
in this positive program for health. We hope 
that both labor and management will be per- 
suaded to view group insurance once again 
in its positive elements and work to bring 
about control of loss as the essential part of 
employee welfare. And, finally, we hope the 
insurance industry, business management, la- 
bor, and the medical profession can join 
forces in developing a system of economics of 
medical care, that can give to those who be- 
come ill better care at a price our way of life 
can support.” 
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Advances in the Chemotherapy of 
Pulmonary Tuberculosis: 


A. H. RUSSAKOFF, M.D.,t Birmingham, Ala. 


The author reviews in general terms the management of tuberculosis currently acceptable. 


Atmost 15 YEARS HAVE PASSED since the intro- 
duction of streptomycin, the first effective 
antituberculous agent. Subsequently we have 
witnessed a cavalcade of new drugs, the intro- 
duction of preventive measures, the virtual 
abandonment of pneumotherapy, and the ap- 
plication of surgical principles to the manage- 
ment of tuberculosis. Through the combined 
efforts of the Veterans Administration, the 
Armed Services and the Public Health Service, 
we have at our disposal a vast statistical ex- 
perience, compiled over a period of years. 
These studies have provided us with the guid- 
ance and direction needed when the com- 
plexion of the treatment of tuberculosis was 
undergoing a metamorphosis. 

In these 15 years we have learned a great 
deal. We have learned that our drugs are not 
bacteriocidal! They are bacteriostatic. We 
have learned that para-aminosalicylic acid 
(PAS) per se is an ineffectual antituberculous 
agent, but it is very useful combined either 
with streptomycin or isoniazid. The addition 
of PAS to one of the primary drugs definitely 
delays the emergence of resistant forms of the 
tubercle bacillus. We have learned that our 
drugs should be used in combinations of two, 
rarely singly, and that there is no particular 
advantage in using three drugs. In fact, a 
higher incidence of toxic reactions is encoun- 
tered when three drugs are used. We know 
that there is some advantage in the use of 
isoniazid and PAS as a primary treatment 
regimen. Since the combination of isoniazid 
and PAS appears to be as good as isoniazid 
and streptomycin we consider it advantageous 
to withhold streptomycin if possible. We may 
find great usefulness later for streptomycin in 
combination with another drug. We have 
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learned that drug therapy must be continued, 
without even short lapses, for an absolute 
minimum of one year. In fact only the ex- 
ceptional individual nowadays would have 
had adequate drug therapy at the end of one 
year. 

During these 15 years new practical areas 
for study in the field of microbiology have 
been opened. We have become very depend- 
ent upon the microbiologist. He has shed 
much light on the problems of the atypical 
or anonymous mycobacteria. Although these 
organisms were regarded in the recent past as 
saprophytes or contaminants, we now know 
that they are indeed pathogens. They are 
capable of inducing morbid processes and 
causing death. He has taught us that a sub- 
stantial percentage of individuals harboring 
active lesions after 9 to 12 months of anti- 
tuberculosis therapy will have strains of or- 
ganisms which are resistant to the drugs being 
used. This is true also for individuals who 
lapse on therapy even for relatively short 
periods of time. Approximately 5% of new, 
previously untreated individuals coming into 
tuberculous sanatoria have such drug-resistant 
organisms at the outset. It is logical to assume 
that the source of these drug-resistant infec- 
tions derives from exposure to presumably 
well patients who have received or are receiv- 
ing antimicrobial therapy. Such individuals 
inhabit virtually every community in the 
United States. 

That there has been a precipitous decline in 
mortality due to tuberculosis during the past 
decade is common knowledge. However, were 
one to scrutinize morbidity figures one would 
find less cause for complacency. Although 
morbidity has dropped nationally in some 
states, the figure has declined only moderately 
or not at all in the past few years. What does 
this disparity between morbidity and mor- 
tality mean? It means two things simply and 
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clearly. First, there is still a sizable reservoir of 
cases of tuberculosis requiring earlier diag- 
nosis and treatment. Second, these figures in- 
dicate that we are keeping our tuberculous 
citizens alive longer than previously was the 
case. But at the same time our antituberculous 
agents keep many of these individuals feeling 
too well to be hospitalized and too well to be 
confined to their homes. Unquestionably 
there are in every community individuals on 
drug therapy, but with open and active dis- 
ease, who delude themselves into thinking 
that it is their God-given American privilege 
to infect others with their tubercle bacilli, 
many of which are indeed drug-resistant. Most 
states have incorporated in their sanitary codes 
laws for enforcing hospitalization. However, 
the implementation of these laws in many 
states leaves much to be desired. The knotty 
problems of the management of the recalci- 
trant patient remain perplexing. 


Fortunately, we have at our disposal newer 
antituberculous agents with which to combat 
organisms now resistant to our time-honored 
triad of drugs. Viomycin, pyrazinamide and 
seromycin are effective antituberculous agents. 
These drugs too must be used in combination, 
never alone. The toxic potential for each of 
these drugs is considerable. Thus, individuals 
requiring therapy with these agents should 
preferably be hospitalized. These drugs have 
their greatest usefulness in the preparation of 
certain individuals for surgery—a matter 
which we shall now consider. 


The surgical excision of tuberculous lesions 
represents a major therapeutic advance ex- 
pedited by the introduction of antitubercu- 
lous drugs, refinements in surgical technic 
and increased understanding in the fields of 
anesthesiology and pulmonary physiology. Be- 
tween the years of 1949 and 1955 the surgical 
approach was espoused with great enthusiasm. 
More recently this enthusiasm has waned to 
a considerable degree. The rapidity with 
which sputum conversion may occur and the 
rapidity of improvement of tuberculous le- 
sions noted radiographically have led many 
knowledgeable physicians to become decidedly 
conservative. They argue that tuberculosis is 
a generalized, not a localized, disease and that 
extirpation of circumscribed lesions does not 
eradicate tuberculosis. That tuberculosis is a 
generalized disease cannot be denied. The fact 
remains that every one of us who has a posi- 
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tive tuberculin skin test has experienced dis- 
semination of the disease during the course of 
his primary infection. However, the presence 
of a necrotic pulmonary focus does represent a 
threat to the individual and to the public in 
terms of communicability of the disease. Many 
follow-up studies show that bacteriologic and 
radiographic relapse rates are decidedly higher 
among those who have been treated with 
drugs alone as compared with those who have 
had surgical treatment following an appropri- 
ate period of antimicrobial therapy. 

Let me emphasize a cardinal principle! 
Necrotic tissue is devitalized tissue. Thus, 
where necrosis persists there will remain a 
nidus for reactivation and spread. The evi- 
dence abounds in pathologic studies. Indi- 
viduals who have been culture-negative for 
months and who have shown excellent radio- 
graphic improvement are found at operation 
to have residual necrotic lesions, among which 
organisms are viable. The argument is to 
whether these organisms are viable, dead or 
eunuch remains academic. For until such a 
time as there are dependable means for mak- 
ing this differentiation clinically, the surgical 
maxim must still be respected. 

The optimal time for the performance of 
an operation when indicated must be indi- 
vidualized. In de novo cases with unilateral 
or resectable bilateral disease, the first surgical 
procedure should be performed preferably 
within 6 months after the initiation of drug 
therapy. Some authorities embark upon a 
surgical program much sooner than others if 
they are convinced that the extent of destruc- 
tive change will require operation in any 
event. Drug therapy must be continued for 
many months after operation, the tenure of 
treatment frequently being contingent upon 
the amount and the character of disease left 
behind. The management of the individual 
harboring drug-resistant organisms is some- 
what different. Assuming the patient to be a 
candidate for operation, the period of treat- 
ment with the new combination of drugs pre- 
ferably should not exceed 3 months prior to 
operation. 

The availability of effective medicinal 
therapy has resulted in an increasing number 
of tuberculous patients coming under the 
ambulatory care of physicians other than 
specialists in diseases of the chest. Although 
there are many desirable aspects in this shift, 
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certain difficulties are encountered. Few of 
these patients are indoctrinated with the 
concept that tuberculosis is a Way of Life 
rather than being a disease per se. The in- 
completely oriented physician is apt to be 
guided solely by the radiologic and the bac- 
teriologic report. Few have had adequate 
experience with planigraphy; many patients 
are encouraged to resume an active life pre- 
maturely; the tenure of drug therapy may be 
too brief; and extirpative surgical procedures 
are probably advised less frequently than 
otherwise might be desirable. Obviously there 
is need for closer collaboration between the 
generalist who treats tuberculosis and the 
specialist. 

The introduction of corticosteroids has 
opened new vistas in medicine and the field 
of tuberculosis is not exempt. Tuberculous 
meningitis was a uniformly fatal disease prior 
to the advent of effective antituberculous 
therapy. With appropriate therapy the re- 
sponse was regarded as “miraculous.” How- 
ever, mortality and morbidity remained con- 
siderable among those patients who showed 
neurologic damage or were comatose when 
first seen. The addition of corticosteroids has 
effected a substantial reduction in morbidity 
and mortality even in this group. Most au- 
thorities are in agreement that steroids are 
indicated in every case of tuberculous menin- 
gitis. The dramatic effectiveness of added 
steroids in serious complications of tubercu- 
lous meningitis led to its application in 
pulmonary tuberculosis. There is now good 
evidence that corticosteroids should not be 
used routinely. From at least one controlled 
study it is clear that bacteriologic conversion 
and cavitary closure were not accelerated by 
the addition of steroids to the antituberculous 
drug program. It has been noted that the 
soft, pneumonic and non-necrotic elements 
clear more rapidly in the steroid-treated 
group, but rebound infiltrates occur more 
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frequently after steroids have been discon- 
tinued than do spreads appear in the control 
group. Nonetheless corticosteroids may have 
a life-saving effect when used on extremely 
toxic individuals and on those with over- 
whelming tuberculous infections. 


The recommendations from the Arden 
House conference warrant our attention. The 
espoused goal—total eradication of tubercu- 
losis—certainly is ambitious. But philosophi- 
cally speaking what goal is not? No one se- 
riously believes that tuberculosis will be to- 
tally eradicated within the foreseeable future. 
Much remains to be accomplished. One of 
the major prongs of the new attack is on 
tuberculosis in infancy and childhood. This 
places the responsibility squarely upon the 
pediatrician and the generalist. There has 
been a resurgence of interest in the tuberculin 
skin test as an important and valuable diag- 
nostic tool. The differences of opinion con- 
cerning the use of isoniazid and the use of 
BCG vaccine prophylactically have not yet 
been solved. But once some unanimity has 
been achieved it will behoove all of us to heed 
the recommendations of the National Tu- 
berculosis Association and the American 
Thoracic Society. 

These observations may be regarded as a 
“majority report.” Disagreement is probably 
to be found on every topic discussed. Such 
disagreement is not to be deplored when one 
considers that physicians are individuals 
charged with the responsibility of treating 
individual patients. Certainly individualiza- 
tion of therapy may be indicated in the man- 
agement of people who have tuberculosis. No 
one should treat tuberculosis in vacuo. Yet we 
must all realize that there are reasonably well- 
conceived ground rules. Neither patient nor 
doctor can afford the luxury of intuitive dis- 
sidence, for the responsibility of physician to 
the patient and the responsibility of both to 
the community is at stake. 

















Prophylactic Trachelectomy of 


Cervical Stump: Two Hundred and Twelve Cases 


COL. H. L. RIVA, MC, USA, CAPT. JAMES D. HEFNER, MC, USA, 
ANDREW A. MARCHETTI, M.D., and LOUIS A. PADOVANO, M.D.,+ 


Washington, D. C. 


A surprising number of women do not know that even up to not many years ago, the cervix 
was left behind in the belief that better repair was feasible with the cervical stump in 
place. The stump is a potential area of the development of a malignancy, 


and thus trachelectomy represents good surgery. 


DuRING THE PAST 15 YEARS, approximately 900 
patients have been treated for carcinoma of 
the cervix at Walter Reed General Hospital 
and Georgetown University Hospital. Six to 
7% of the carcinomas were found to have 
originated in a cervical stump. It was for this 
reason, in 1952, that a program was instituted 
to remove all cervical stumps, both sympto- 
matic and asymptomatic, provided there was 
no contraindication to surgery. 

From Jan. 1, 1952 to Sept. 1, 1959, 212 
trachelectomies (152 at Walter Reed General 
Hospital and 60 at Georgetown University 
Hospital) were performed for benign disease. 
During this interval 4 cases of unsuspected 
carcinoma of a cervical stump were found in 
the clinics of Walter Reed General Hospital 
and Georgetown University Hospital. Three 
were early invasive and one was carcinoma in 
situ. The incidence of malignancy of a cervical 
stump in this series is considerably higher 
than malignancy of the cervix in cases where 
there had been no previous surgery. The sub- 
total hysterectomy had been performed at 
least 12 months prior to trachelectomy. Per- 
haps an altered cellular physiology caused by 
a disturbance of blood supply and lymphatic 
drainage at the time of subtotal hysterectomy 
may have been a factor in the subsequent 
lesion. Although most important, these 4 cases 
have been eliminated from further analysis 
in this study. 

A large number of these patients were com- 
pletely unaware of the presence of a cervical 
stump, having been told earlier that they 
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had had a “hysterectomy.” Thus, they were 
not as regular in their periodic gynecologic 
evaluations as they might otherwise have been. 
The majority of these patients came to the 
Gynecology Clinic, symptomatic, the most 
frequent complaint being postcoital bleeding. 

Past History. Inasmuch as each of these 
patients had had a subtotal hysterectomy in 
the past, the indications for this procedure, 
and the age at which the patients had had 
their previous operation were studied and data 
analyzed. The average age at the time of the 
subtotal hysterectomy was 34.8 years, with the 
youngest patient being 19 years of age and the 
oldest 50 (Table 1). 

One patient had a preoperative diagnosis of 
carcinoma of the uterus and another a pre- 


TABLE 1 


INDICATION FOR SUBTOTAL HYSTERECTOMY 
212 Cases 








Number of 
Disease Entity Cases 


Uterine myomas 101 
Menorrhagia 29 
Pelvic inflammatory disease 7 
Postpartum hemorrhage 
Endometriosis 

Repeated cesarean section 
Dysmenorrhea 

Septic abortion 

Ovarian cyst 

Carcinoma of the uterus 
Uterine prolapse 
Adenomyosis 

Hydatid mole 
Metorrhagia 

Pelvic pain 

“Suspected” malignancy 
Uterine perforation 
Uterine rupture 
Unknown 
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TABLE 2 TABLE 4 

ADMISSION INFORMATION PAPANICOLAOU SMEARS 
= 212 Cases 
Age Grouping 
Number of 
Total = = Classification Smears 
ietinn age — Class I 155 
Age of youngest patient 21 yrs. Class II 10 
Age of oldest patient 75 yrs. Class Ill 9 
Unknown $8 (Private cases) 

operative diagnosis of suspected malignancy, ics ra 


yet each had had a subtotal hysterectomy. In 
45 patients the indication was unknown to 
them and was not available from the hospitals 
in which the procedure was performed. 

Presenting History. Table 2 provides ad- 
mission information on these patients. 

The life expectancy of females in this coun- 
try is now 70.2 years, and age in itself is no 
longer a contraindication for trachelectomy 
(8% of the patients in this series were over 70 
years of age). 

Table 3 indicates the symptom or symptoms 
of these patients when they were first seen. 
Although 55% were asymptomatic, the cytol- 
ogy (Table 4) and subsequent lesion (Table 
5) revealed evidence of chronic inflammation 
in these cervical stumps. 


Cytology 


It is significant that 10% of the preopera- 
tive Papanicolaou smears were abnormal. The 
unknown smears were in private patients. 
The Papanicolaou classification, as repre- 
sented in table 4, was used in grading cyto- 
logic smears. 


Of the group of patients treated at Walter 


TABLE 3 


SIGNS, SYMPTOMS, OR FINDINGS ON 
INITIAL CLINIC VISIT 











Reed General Hospital (152), 58 (38.1%) were 
asymptomatic. In this group, 20% had Class 
II or Class III smears which required further 
investigation. The remainder were Class I. 


Operative Procedure 


The preoperative evaluation consisted of a 
complete blood count, sedimentation rate, 
serology, urinalysis, Papanicolaou smear, chest 
x-ray, and excretory urogram. On patients 
who were over 40 years of age, an electro- 
cardiogram and evaluation by the Medical 
Service were obtained. 


Gas, oxygen, and ether were used in 72% 
of the cases. In 25%, the anesthesia consisted 
of sodium pentothal, oxygen, and nitrous 
oxide. In 3%, either spinal or caudal anes- 
thesia was used. 

The vaginal removal of the cervical stump 
was the procedure of choice. Eighty-seven per 
cent of the trachelectomies were performed 
vaginally. Unless there was an, indication for 
intraperitoneal exploration, 4n attempt was 
made to keep the procedure: extraperitoneal 
during a vaginal trachelectomy. Ninety per 
cent of the vaginal trachelectomies were per- 
formed without entering the peritoneal cavity. 
Thirteen per cent of the trachelectomies were 
abdominal because a laparotomy was consid- 





pie tare ered necessary for indications other than the 
Number of 
Initial History and Physical Cases TABLE 5 
Asymptomatic 85 
Stress incontinence $2 PATHOLOGIC FINDINGS 
Prolapsed cervical stump 25 212 Cases 
Leukorrhea 22 
Vaginal spotting 17 Number of Per 
Pelvic pain ll Pathology Reports Cases Cent 
Dyspareunia 6 Chronic cervicitis 165 77.3 
Pelvic mass 4 Chronic cervicitis with squamous metaplasia 20 9.5 
Postcoital bleeding 3 Squamous metaplasia 12 5.8 
Leukoplakia 2 Nabothian cysts with chronic cervicitis 6 2.9 
Ovarian cyst 1 Cervix (normal) 4 1.8 
Adnexal mass 1 Endolymphatic stromal myosis 2 9 
Cervical polyp 1 Endometriosis of cervix 1 6 
Abnormal Papanicolaou smear 1 Chronic cervicitis with cervical myoma 1 6 
Bartholin cyst 1 Leukoplakia of cervix 1 6 
Total 212 Total 212 100 














TABLE 6 
ADDITIONAL SURGICAL PROCEDURES 











Number of 
Procedures Cases 


Anterior and posterior colporrhaphy 40 
Posterior colporrhaphy 
Salpingo-oophorectomy 

Anterior colporrhaphy 
Oophorectomy 

Bilateral salpingo-oophorectomy 
Colpectomy 

Culdoscopy 

Biopsy of vulva 

Excision of Bartholin cyst 
Colpocleisis 

Marshall-Marchetti procedure 
Excision of tubo-ovarian mass 
Ventral hernia repair 

Repair of enterocele 

Excision myoma of broad ligament 
Suspension of vaginal vault 
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Total 





presence of a cervical stump. Ninety-two per 
cent of the operations were done by the resi- 
dent staff. The average length of trachelec- 
tomy was approximately one hour. The aver- 
age period of hospitalization was 5.5 days. 


It is our opinion that a subtotal hyster- 
ectomy is an incomplete operation, and that 
a patient with a cervical stump has thereby 
been incompletely treated. Trachelectomy is 
a simple procedure which permits the gyne- 
cologist to complete the patient’s treatment. 

At the time of the trachelectomy, 93 addi- 
tional surgical procedures were accomplished 
(Table 6). Following each vaginal trache- 
lectomy the vagina was packed with a gauze 
triple sulfa cream pack which was removed 
after 24 hours. A Foley catheter was placed 
in the bladder, connected to straight drain- 
age, and removed at the time the pack was 
removed. 

The postoperative course was entirely un- 
eventful in all but 4 of the patients. In 3 
patients an unexplained low grade tempera- 
ture elevation developed which subsided after 
4 or 5 days. In one patient a vaginal hema- 
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toma developed which required surgical drain- 
age. This patient subsequently did well. 


All patients, because of the use of a reten- 
tion catheter, were given penicillin and strep- 
tomycin postoperatively unless there was a 
history of allergy to these drugs. At present, 
it is believed that the prophylactic antibiotic 
therapy is probably not indicated. 


Pathology 


Each surgical specimen was carefully ex- 
amined by several pathologists (Table 5). In- 
asmuch as over 98% of these specimens had 
abnormal pathologic findings, and since the 
physician does his best work in preventive 
medicine, herein lies a means of practicing 
prophylactic surgery. 


Summary 


A series of 212 cases of trachelectomy per- 
formed for benign disease has been presented. 
In these hospitals over 50 cases of malignant 
disease of a cervical stump have been treated 
during the same period of time. 


In the benign series here presented, the 
average hospitalization was 5.5 days, the op- 
eration being relatively simple, and morbidity 
practically nil. 


It is our opinion that the previously in- 
complete hysterectomy should be completed, 
and that the occurrence of carcinoma of the 
cervical stump is frequent enough!® to make 
the removal of any cervical stump a preven- 
tive medical measure of considerable merit. 
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Occlusion of the Internal 


Carotid Artery 


WILLIAM M. STRAIGHT, M.D., ROBERT V. EDWARDS, M.D., 
MARTIN S. BELLE, M.D., and FRANCIS N. COOKE, M.D., Miami, Fla. 


The advances in the recognition of occlusive cerebrovascular disease and its treatment have been 
well documented. At this stage of knowledge we must keep in mind the warning of a student of 
this subject (Millikan): “Atherosclerotic stenosis of extracranial vessels without symptoms 

is so common and the natural history of these lesions with symptoms is so variable 

that a number of years of study will probably be needed to accurately 


define the role of surgical treatment.” 


DURING THE PAST TEN YEARS physicians have 
rediscovered an old clinical entity, occlusion 
of the internal carotid artery. Occlusion of the 
carotid artery is of particular interest to the 
physician for he has already encountered it 
without recognizing it. Its recognition is im- 
portant for treatment is now available that 
will spare the patient’s life or prevent his suf- 
fering from crippling impairment. This paper 
calls attention to the clinical and therapeutic 
aspects of this disease and illustrates them by 
case reports. 


Clinical Studies 


Eleven cases of occlusion of the internal 
carotid artery positively diagnosed by carotid 
arteriography and hitherto unreported have 
come to our attention. In table 1 is an account 
of the major symptoms, signs, and roentgen 
findings, the therapeutic approach, and the 
final result in these cases. The cases illustrate 
most of the clinical points emphasized in pre- 
vious reports of this entity. This group is com- 
prised of 7 men and 4 women with ages 
ranging from 43 to 65 years. Most of the 
patients were in their fifties. Hemiparesis or 
hemiplegia was the most common presenting 
symptom. Some of the diagnostic maneuvers, 
such as listening over the head and neck for 
bruits and palpation of the carotid vessels, 
were not uniformly carried out as a number of 
different physicians examined these patients. 
Two of the patients showed the “cerebral 
type” of response to carotid sinus stimulation. 
In both instances it is likely that the pressure 
on the carotid sinus critically reduced the 
cerebral blood flow. In Case 3 the left internal 
carotid was completely occluded and the right 
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carotid markedly narrowed. Pressure on the 
right carotid reproduced the patient’s symp- 
toms—dizziness and near syncope. In Case 11 
arteriograms showed partial occlusion of the 
left internal carotid and filling of the anterior 
cerebral vessels from the left internal carotid 
but not from the right carotid. Pressure on the 
left internal carotid produced immediate un- 
consciousness which suggests that the brain 
was dependent on this artery for much of its 
blood supply. Complete occlusion of the left 
internal carotid artery was present in 6 in- 
stances with narrowing in a seventh, while 
complete occlusion of the right internal caro- 
tid artery was present in only 3 cases with 
narrowing of the right carotid in 2 more. 

For therapy, long-term anticoagulant treat- 
ment was chosen as the sole method in only 
one case—this woman was considered a very 
poor operative risk. Three patients were 
placed on long-term anticoagulant therapy 
after surgical procedures. One patient received 
short-term anticoagulant therapy postopera- 
tively and one more for a period prior to 
operation. Ten patients were treated surgi- 
cally. Eight of these underwent carotid en- 
darterectomy and one of this group (in Case 
1) had a carotid by-pass inserted in the contra- 
lateral artery at a later operation. In Case 3 
a section of the common carotid artery was 
removed and an end-to-end anastomosis with 
the subclavian artery performed. In Case 10 
periarterial stripping was carried out when it 
was evident that the thrombus could not be 
completely removed from the vessel. In Case 9 
plastic repair of the carotid bifurcation was 
carried out after endarterectomy. Reclotting 
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of the vessel after endarterectomy occurred in 
2 patients, one of whom (No. 8) survived and 
was somewhat improved despite this unfortu- 
nate occurrence. The other patient (No. 4) ex- 
pired 12 hours postoperatively and necropsy 
showed a fresh thrombus in the vessel which 
had been operated upon. Of the 10 remaining 
patients only one is asymptomatic and she had 
shown only dizziness and hemianesthesia pre- 
operatively. One more has only minor diffi- 
culty with thinking and memory. The remain- 
ing patients, though improved from their pre- 
operative status, show weakness or paralysis of 
the previously impaired extremity, slurred 
speech, visual difficulties and slowed cerebra- 
tion. Two of the patients who were hyperten- 
sive prior to operation are now normotensive. 
In Case 11, since both anterior cerebral ar- 
teries were apparently dependent upon the 
narrowed carotid artery for their entire blood 
supply, it seems likely that his disability 
would have been much greater or possibly 
death would have occurred if the obstruction 
had not been removed. All but two of the 
operations listed were carried out by surgeons 
in the Miami area. Figures 1 and 2 show the 
arteriograms in Case 1. Figure 3 is the arterio- 
gram in Case 9, and figure 4 that in Case 11. 


FIG. 1 





(Case 1) Arteriogram of right carotid showing occlusion of 
the right internal carotid artery just above the bifurcation. 
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FIG. 2 





(Case 1) Arteriogram of left carotid showing narrowing of 
the common, external and internal carotid arteries at the 
bifurcation and above. 


Review of the Literature 


As early as 1855, William Withey Gull de- 
scribed a case of thrombosis of the carotid 
and innominate arteries. During subsequent 
years occasional reports of this entity appeared 


FIG. 3 





(Case 9) Arteriogram of right carotid showing almost com- 
plete occlusion of the internal and external carotid arteries 
at the bifurcation. 
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FIG. 4 





(Case 11) Arteriogram of left carotid showing partial occlu- 
sion of the left internal carotid artery just above the 
bifurcation. 


in the medical literature but with little refer- 
ence to the clinical aspects. In 1913, J. Ramsey 
Hunt pointed out that although it was com- 
monly accepted that progressive paralysis was 
a sign of an expanding intracranial lesion, 
some of these cases were due to occlusion of 
the carotid artery in the neck and went un- 
diagnosed because the pathologist seldom ex- 
amined “the main artery of the neck.” How- 
ever, little attention was paid to his admoni- 
tion and clinicians and pathologists alike 
continued to believe that strokes were always 
due to thrombosis or embolism of the middle 
or anterior cerebral arterial systems. When no 
visible arterial obstruction was found at 
necropsy, it was said that the thrombosis in- 
volved many of the tiny terminal twigs and 
thus eluded gross demonstration. Recurrent 
transient hemiplegia was explained as_ the 
result of cerebral vasospasm, a concept that 
originated with Peabody in 1891. 

In 1925, Dow! studied the distribution of 
arteriosclerosis in 8 bodies and noted that 11 
of the 16 internal carotid arteries were ex- 
tensively involved with arteriosclerosis with 
a predilection for the cavernous portion and 
the bifurcations. With the introduction of 
arteriography by Egas Moniz in the mid- 
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1930’s, a method of antemortem diagnosis of 
occlusion of the internal carotid artery was 
provided. Soon it became apparent that this 
entity was not a rare one. However, the rela- 
tion between carotid occlusion and _ strokes 
that showed no thrombosis of the cerebral 
arteries at necropsy was not recognized. The 
vasospastic theory was used to explain these 
cases. Neurosurgeons noted vasospasm in the 
pial vessels at operation and it was thought 
that the same phenomenon occurred in nar- 
rowed cerebral arteries, producing the tran- 
sient cerebral ischemia. However, careful his- 
tologic study of these vessels revealed that they 
had thin walls with a sparse musculature. 
Physiologic investigations showed these vessels 
contracted only feebly to the known vasocon- 
strictors. Gradually doubt arose that the tran- 
sient stroke resulted from cerebral vasospasm. 

Fisher? undertook dissection of the entire 
carotid system in 432 consecutive necropsies 
on adults. He found complete occlusion of 
one or both carotid arteries in 28 and severe 
stenosis in another thirteen. In this series, 
carotid occlusion was almost as frequent as 
encephalomalacia from hypertension and cere- 
bral hemorrhage. In cases of occlusion of the 
carotid the brain often showed evidence of 
infarction in the distribution of the middle 
and anterior cerebral vessels but careful study 
of the vessels within the skull and brain failed 
to reveal occlusions there. Fisher correlated 
the clinical features of these cases and found 
that some had suffered unilateral occlusion 
without symptoms, but almost three times as 
many had developed hemiplegia after uni- 
lateral occlusion. In others unilateral occlu- 
sion gave symptoms only during periods of 
anoxia of systemic hypotension. Those with 
bilateral occlusion of the carotid arteries often 
showed dementia, neurologic signs, and coma. 
On the basis of this study he urged considera- 
tion of occlusion of the carotid artery in the 
neck as the possible explanation of strokes. 
Following his publications others became in- 
terested in occlusion of the carotid artery and 
further defined its pathologic and clinical 
aspects.*-4 

Occlusion of the carotid has been found to 
be due to embolism, aneurysm, trauma, and 
even thromboangiitis obliterans at times, but 
is most commonly the result of atherosclerosis. 
This process may narrow the lumen or com- 
pletely occlude it, but the final occlusion 
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often is brought about by the superimposi- 
tion of a thrombus on the atherosclerotic 
plaque or hemorrhage into the atherosclerotic 
plaque.* Frequently the occlusion involves 
only a short segment while the remainder of 
the vessel is relatively free of atherosclerosis. 
By far the most common site of atherosclerosis 
is the carotid sinus just distal to the bifurca- 
tion of the common carotid. Next in fre- 
quency are the cavernous, cerebral, and _ pet- 
rous portions® (Fig. 5). Typically the cervical 
portion above the sinus is free of this process. 
Atherosclerosis is, of course, not limited to the 
carotid vessels. Hutchinson and Yates* did a 
meticulous dissection of the carotid and verte- 
bral-basilar arterial systems in 83 patients 
with a history of one or more “strokes.” They 
discovered that 23 showed complete occlusion 
or narrowing to less than one-half the original 
diameter in both carotid and vertebral vessels. 
They also discovered that a discrepancy in 
size of the two vertebral arteries was a com- 
mon anatomic variant. In their series, when 
one carotid was completely occluded and the 
other carotid and the vertebral arteries were 
patent, no infarction of the brain was present. 
These facts are important for whether or not 
symptoms appear following carotid stenosis or 
occlusion depends to a large extent on the 
adequacy of collateral circulation through the 
remaining carotid and vertebral arteries. 


The clinical picture of occlusion of the in- 


FIG. 5 


THE CAROTIO-VERTEBRAL -BASILAR SYSTEM 
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(Vessels have been foreshortened for Giagramotic purposes.) 
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ternal carotid artery is quite varied. The ade- 
quacy of collateral circulation, the sudden- 
ness of occlusion, the completeness and dura- 
tion of occlusion, pre-existing brain damage, 
systemic hypotension, reduced cardiac output 
and anemia, all contribute to the presence or 
absence of symptoms and the type of symp- 
toms that do appear. Hemiplegia or hemi- 
paresis, the most common symptoms, may 
appear suddenly and be immediately fatal, 
may develop progressively, or may occur in as 
many as 100 transient episodes before a final 
one ends with permanent paralysis or death. 
Thus, in one series of 107 proven cases, the 
onset was catastrophic in 35%, slowly progres- 
sive in 25% and intermittent in 40 per cent.® 
Other frequently noted symptoms are: head- 
ache, sensory and motor aphasia, paresthesias 
in the paretic extremities, convulsions, sphinc- 
ter incontinence, mental depression, monocu- 
lar blindness, homonymous hemianopsia, di- 
plopia, and coma. 

The single most characteristic clinical clue 
is the intermittent or “stuttering” onset of 
symptoms. Thus, the patient may suffer many 
transient episodes of hemiplegia, hemiparesis, 
blindness, aphasia, or other symptoms which 
clear completely in a few hours. After a num- 
ber of such attacks the symptoms appear but 
fail to disappear, leaving the patient with a 
severe paralysis or possibly ending his life. 
This ‘stuttering’ onset of symptoms should 
alert the physician to immediate institution 
of therapy if disability or death are to be 
averted. This syndrome of recurrent, tran- 
sient symptoms has been explained by several 
different hypotheses. The time honored con- 
cept of occlusion of the middle cerebral ar- 
tery fails to explain intermittency, and Pea- 
body’s vasospastic explanation is subject to 
considerable doubt. The clinical parallel of 
instances of cerebral embolism from known 
rheumatic heart disease and transient hemi- 
plegia appearing in the course of hyperten- 
sion has been pointed out. However, it is 
unlikely that emboli from the heart would 
repeatedly lodge in the same area of the 
cerebral circulation. Recurrent emboli from 
a thrombus attached to the wall of the carotid 
sinus has also been proposed, and in several 
patients excision of the occluded segment has 
stopped the recurrent attacks, raising the 
question whether a source of recurrent em- 
bolization was removed.* With the advent of 
the previously cited work on occlusion of the 
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internal carotid artery, Millikan and Siekert* 
proposed the term “Intermittent Insufficiency 
of the Carotid Arterial System” to designate 
cases showing recurrent transient symptoms. 
They believed that intermittent reduction of 
the blood flow through the narrowed internal 
carotid artery accounted for the transient 
symptoms. To explain the recurrent reduc- 
tion in blood flow, spasm of the carotid ar- 
tery, sludging of the blood passing through 
the narrowed vessel, hemorrhage into the 
athersclerotic plaque with rapid reabsorption 
and thrombosis with recanalization have been 
postulated.*,§ Relative to the last explanation 
is the fact that Webster and his group® ex- 
cised the occluded segment of 41 carotid ar- 
teries and found that not one showed a 
functionally significant recanalization. Cases 
have been reported in which symptoms ap- 
peared only with hypotension, tachycardia or 
anemia, and disappeared on correction of 
these. Thus, changes in the general circula- 
tory dynamics seem to account for the in- 
termittency in some instances.*:® The success- 
ful control of attacks by anticoagulant therapy 
might be interpreted as evidence for the 
theory of sludging in the narrowed artery. 
Regardless of the underlying mechanism of 
intermittent symptoms, this intermittency is 
the physician’s most important clinical clue 
to the diagnosis of occlusion of the internal 
carotid artery. 


Diagnosis 


As in our series, occlusion of the internal 
carotid artery is strikingly more common in 
men than in women. In one series there were 
87 men and only 20 women.® The age range 
in that series was 13 to 71 years with a pre- 
ponderance of individuals in the 30 to 60 
year range. The frequency of left-sided oc- 
clusion of the internal carotid has been com- 
mented on by several authors and amounted 
to 65% of the 107 cases in the above series. 
The onset of symptoms was commonly asso- 
ciated with activity in one series,® while others 
have thought it was more common shortly 
after arising in the morning. 

The physical findings that strike the eye 
of the clinician are those of the “garden 
variety” of “stroke’—hemiplegia, sphincter 
incontinence, disorientation, confusion, and 
coma. Only constant awareness of this entity 
will lead the physician to seek specific evi- 
dence of it. Perhaps the first recommended 
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diagnostic procedure was palpation of the 
pulsations of the internal carotid artery “on 
the side of the softening” (Hunt in 1914). 
This should be done high in the neck to 
minimize confusion with pulsations of the 
external carotid. Palpation in the pharynx, 
just behind the pharyngopalatine muscle, 
while simultaneously pressing over the carotid 
fossa externally has been suggested. It is at 
once apparent that these maneuvers will not 
detect occlusion above the level of palpation 
and, indeed, good pulsations do not rule out 
occlusion below the level of palpation. In 
summary, if pulsations are clearly absent over 
one internal carotid artery and readily palp- 
able over the other, it supports the diagnosis 
of occlusion of the internal carotid, but good 
pulsations bilaterally do not rule it out. A 
number of authors refer to syncope or con- 
vulsive seizures occurring upon pressure on 
the carotid sinus of the intact artery.® This 
has been interpreted as a sensitive carotid 
sinus; however, while most of these patients 
show bradycardia and hypotension, some 
definitely do not. When neither bradycardia 
nor hypotension accompany syncope produced 
by stimulation of the carotid sinus, it is con- 
sidered to be “the cerebral type’ of carotid 
sinus response. Some believe this type of re- 
sponse is due to reduced cerebral blood flow 
while others find no evidence of such reduced 
blood flow.1® Electroencephalograms taken on 
38 patients with proven occlusion of one 
carotid showed focal abnormalities and pres- 
sure on the carotid sinus resulted in further 
abnormalities.® 


Auscultation of the head and neck for 
bruits has been suggested by a number of 
authors, as well as auscultation over the eye- 
ball of the side on which the occlusion was 
present. One author reported eyeball bruits 
in 3 cases of occlusion in the carotid siphon 
and one of occlusion in the cavernous por- 
tion. Another author reported 5 cases of prob- 
able occlusion of the internal carotid in 
which there was a systolic bruit over the 
eyeball on the side of the patent vessel. This 
bruit disappeared upon pressure over the 
carotid vessel on the same side, suggesting to 
him that the bruit was the result of increased 
blood flow through the vessel. There are other 
conditions which produce bruits over the 
head: A-V fistulas, hemangiomas of the brain 
or scalp, and saccular aneurysms or tumors 
of the glomus jugularis. Finally, a continuous 
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murmur over the involved carotid bulb has 
been described in cases of insufficiency of the 
internal carotid which was thought to be the 
earliest sign of carotid insufficiency. 

Since the ophthalmic artery is the first 
branch of the internal carotid artery, the 
ocular symptoms and signs are often early and 
particularly useful clues to the diagnosis of 
occlusion of the internal carotid artery. The 
patient may complain of blindness in the 
eye opposite the hemiplegic side. Other fre- 
quent ocular complaints are homonymous 
hemianopsia and diplopia. Atrophy of the 
disk, narrowing of the arterioles, transient 
blanching of the retina, exudates and papille- 
dema in the affected eye have been men- 
tioned.® German investigators have reported 
that the retina became “snow white” during 
an attack which occurred while the patient 
was undergoing ophthalmoscopic examina- 
tion. Measurement of the pressure within the 
ophthalmic artery and its tributary the cen- 
tral retinal vessel has proven a most useful 
diagnostic maneuver. This was first done by 
simple pressure on the eyeball while noting 
the ease with which the retina blanched. 
Quantitative accuracy of this procedure 
awaited the development of the ophthalmo- 
dynamometer. This instrument measures the 
pressure within the central retinal artery with 
a reproducible degree of accuracy. Although 
no criterion of normal between two persons 
can be established, the pressures between the 
two retinal arteries of a single person should 
not differ more than 25 per cent. Using this 
criterion, a high degree of correlation in the 
presence of carotid occlusion has been re- 
ported.®.!1 Obviously, it will not detect oc- 
clusions distal to the origin of the ophthalmic 
artery, but since these are relatively few this 
procedure is probably the single most specific 
diagnostic aid other than carotid arteri- 
ography. 

The most definitive diagnostic procedure 
is carotid arteriography. This procedure was 
used to make the antemortem diagnosis of 
internal carotid artery thrombosis as early as 
1936, when thorium dioxide was injected into 
the common carotid artery and roentgeno- 
grams taken at short intervals during and 
after injection. This procedure is widely used 
by neurosurgeons today in the diagnosis of 
brain tumors and cerebral vascular lesions, 
but is not without hazard. Fatalities during 
or immediately after injection have been re- 
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ported.5.!2 In one series of 478 arteriograms 
the mortality rate was 0.62% while 7% de- 
veloped hemiparesis during or shortly after 
the procedure.!? In another series of 546 
consecutive arteriograms the over-all inci- 
dence of complications was 22% with one 
tatality.1° In this last series it was noted that 
complications were more frequent in patients 
whose consciousness was depressed, those with 
bloody spinal fluid, and in those whose con- 
dition was rapidly deteriorating. The authors 
did not find an increased frequency of com- 
plications in patients with hypertension or 
cerebral arteriosclerosis. All of their patients 
were pretested with 1 ml. of the contrast 
media and only one showed sensitivity. Some 
of the workers in this field have thought that 
arteriography might convert a narrowed artery 
to a thrombosed one and caution against its 
use in cases of intermittent insufficiency of 
the carotid artery.§ 


Treatment 


Two modes of therapy are currently in use 
for occlusion of the carotid artery—the in- 
definite use of anticoagulants and various 
surgical procedures. Although the surgical 
approach was the first used for this entity, 
anticoagulant therapy will be considered 
first. 


Anticoagulant therapy was first recom- 
mended over 13 years ago, but the first re- 


.ported trial—an unsuccessful one—was in 


1946.5 In the succeeding years more extensive 
trials of this treatment in thrombosis of the 
internal carotid artery and in intermittent 
insufficiency of the carotid artery have been 
made.®:!4 In one study of 28 patients with 
arteriosclerotic or hypertensive arteriosclerotic 
vascular disease, it was shown that the treated 
group had significantly less cerebral ischemic 
episodes than would be expected if antico- 
agulants had not been given. It was also 
demonstrated that continuous anticoagulant 
therapy was superior to interrupted therapy. 
Millikan and his associates!® reported the use 
of anticoagulants in a series of 85 cases of 
intermittent carotid insufficiency and noted 
that the transient attacks of hemiplegia were 
stopped in 83 patients. There seems no doubt 
that anticoagulants alter the course of this 
disease. Although heparin and Dicumarol are 
the most extensively used anticoagulants, 
there is no evidence that a particular anti- 
coagulant is most effective. The adverse ef- 
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fects of this method are the hemorrhagic 
complications. These can almost always be 
avoided by frequently checking the blood 
clotting mechanism. Indeed, unless the clot- 
ting mechanism is frequently checked, one 
has no assurance that adequate prolongation 
of the clotting mechanism is being continu- 
ously maintained. Hemorrhage into the in- 
farcted area of the brain is not commonly 
reported. However, 5 of the 11 major hemor- 
rhagic complications in Wright's series were 
cerebral.1* It is not clear how many of these 
were cases of cerebral infarction due to 
emboli. The length of time that anticoagulant 
therapy should be continued is not definitely 
determined. Millikan! advises 6 to 12 months 
of therapy while some believe it should be 
continued indefinitely. 


The surgical treatment of occlusion of the 
internal carotid artery began with the re- 
moval of a segment of the vessel by Chao in 
1938. Webster and associates® report the use 
of this procedure in 41 patients. Johnson and 
Walker® mention the use of cervical sympa- 
thectomy without dramatic improvement. In 
one case periarterial stripping was carried out 
and the patient became worse. Removal of 
the thrombus was introduced by Strully and 
his associates in 1953.16 Their case was only 
partially successful but they demonstrated the 
feasibility of the procedure. Others!’ have 
since used this approach, and it was the pro- 
cedure used in the majority of our cases. 
Surgical resection of the diseased segment 
with end-to-end anastomosis is still another 
approach that has been successful.!8 Finally, 
Webster and associates® reported the recon- 
struction of the carotid bifurcation in 3 pa- 
tients, though in all three instances the vessel 
became thrombosed again soon after op- 
eration. 

Summary 


The time is at hand for the physician to 
rekindle his interest in strokes. In the past 
10 years it has been clearly shown that some 
of the patients previously thought to have 
thrombosis of the middle meningeal artery or 
its tributaries have a localized occlusion in 
the internal carotid artery, often in the neck 
just above the carotid bifurcation. Almost 
half of these patients present themselves with 
recurrent, transient bouts of hemiplegia, 
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monocular blindness, or homonymous hemian- 
opsia. Prompt recognition of the significance 
of these symptoms and definitive diagnosis 
will permit institution of long-term anti- 
coagulant therapy or a surgical attack that 
may circumvent the dire consequence of mas- 
sive cerebral infarction. Eleven cases are pre- 
sented, illustrating the clinical aspects, and 
the use of anticoagulants and surgery in the 
management of occlusion of the internal 
carotid artery. 
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Neurologic Manifestations in 
Cervical Spondylosis* 


O. RHETT TALBERT, M.D., and 


HAROLD S. PETTIT, M.D.,t Charleston, S. C. 


Other than with the aid of myelography, radiographic differences between asymptomatic persons 
and those having symptoms above the age of fifty years are far from certain. The history and 
the examination must establish the diagnosis of impingement upon the cervical spinal roots. 


THAT DISEASES PRIMARILY AFFECTING THE 
SPINAL COLUMN and its related cartilaginous 
and sott tissue structures may cause neurologic 
manifestations by encroaching on the spaces 
normally occupied by neural structures is well 
established. Neoplasm, granulomatous masses, 
acute inflammatory lesions and acute trauma 
involving these structures are examples of 
widely recognized causes. This presentation 
concerns those changes, more difficult to 
evaluate, which are generally regarded as “de- 
generative” and designated by the nonspecific 
term spondylosis. Bailey and Casamajor! in 
1911 reported 5 cases with neurologic changes 
attributed to osteoarthritis of the thoracic and 
lumbar spine. At these levels the spinal col- 
umn is in anatomic proximity to the lower 
segments of the spinal cord and the lumbo- 
sacral roots. At the cervical level an important 
difference in anatomic relationship exists,— 
for here (a) the entire peripheral nerve supply 
to the upper limbs, (b) the central afferent 
and efferent tracts subserving the entire trunk, 
lower limbs and excretory sphincters, and (c) 
both vertebral arteries lie within osseous en- 
closures formed by the vertebrae. Elliott? 
called attention to the selectivity of the cervi- 
cal region for osteoarthritis and described 
cervical nerve root irritation due to this 
change; whereas Stookey? described cervical 
myelopathy of similar etiology. Subsequent 
reports*!° have elucidated the pathogenesis of 
injury to neural tissue from cervical spondy- 
losis and the clinical manifestations resulting 
therefrom. 


*Read before the Section on Neurology and Psychiatry, 
Southern Medical Association, — Fourth Annual Meeting, 
St. Louis, Mo., Oct. 31-Nov. 3, 


tFrom the Departments of Fecal and Radiology of the 
Medical College of South Carolina, Charleston, S. C. 


Anatomic and Pathologic Considerations 


The cervical spine is the most mobile and 
least protected part of the spinal column. 
These vertebrae, their articulating surfaces 
and intervertebral disks, are continuously ex- 
posed to the wear-and-tear of innumerable 
twists and turns of the head. 

The intervertebral disk is a viable structure 
composed of a central semiliquid nucleus 
pulposus enclosed in a _ laminated fibro- 
cartilaginous annulus fibrosus whose edges are 
firmly attached around the margins of the 
adjacent vertebral bodies above and below. 
As a part of the natural “‘aging” process, the 
nucleus pulposus becomes dessicated and 
shrunken with resulting decrease in mass. As 
the disk mass decreases, the adjoining verte- 
bral bodies fall together, causing out-pouching 
of the annulus fibrosus and loss in some de- 
gree of the cushioning effect of the normal 
disk. There then follows added stress on the 
attachments of the annulus around the verte- 
bral margin with gradual formation of new 
bone in this region. Although occurring 
around the entire circumference of the annu- 
lus, this osseous overgrowth is of neurologic 
significance only when it involves the posterior 
surface and protrudes into the anterior or an- 
terolateral aspect of the spinal canal. Here it 
impinges on the anterior surface of the spinal 
cord and/or the anterior cervical nerve root, 
displacing these structures backward. Also, 
if the protruding “osteophyte” compresses 
centrally it is likely to impinge on the anterior 
spinal artery with resultant ischemia of the 
cord. An accompanying backward or forward 
displacement of one vertebral body sometimes 
develops, causing further narrowing and dis- 
tortion of the spinal canal. 
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The lateral masses of the vertebrae partici- 
pate in the bony overgrowth and this may in- 
volve the margins of their transverse foramina 
through which the vertebral arteries pass in 
their course from the aortic arch to the fora- 
men magnum. Distortion, kinking or narrow- 
ing of the arterial lumens result, setting the 
stage for local formation of atherosclerotic 
plaques and impairing blood flow to the 
neural structures of the posterior cranial fossa. 

In its posterolateral aspect the interverte- 
bral disk is stopped short of the margin of the 
vertebral body on either side by an upward 
projection of bone, the uncinate process. This 
abuts on the inferior margin of the body 
above to form an articulation, the “joint of 
Luschka” (“uncovertebral articulation” of 
Trolard). This joint presents on the anterior 
wall of the intervertebral foramen through 
which each nerve root makes its exit from the 
spinal canal. As a part of the “degenerative”’ 
process there frequently occurs overgrowth 
of bone at this joint, forming a “spur” or 
“osteophyte” which encroaches on the inter- 
vertebral foramen and may compress or distort 
the nerve root, its dural sleeve, and its radi- 
cular blood vessels. 

The entire process is pictured here as due 
to “aging” and mechanical stress resulting 
from the extreme mobility of the cervical 
spine. The residual changes of old trauma, 
congenital anomalies, and other conditions 
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that alter the mechanics of the vertebral 
column may be important predisposing con- 
ditions which allow these “aging” changes to 
develop prematurely. There undoubtedly are 
other less obvious factors. Why some persons 
develop severe changes of this nature at a 
relatively young age and others may never 
develop them is largely unknown. Metabolic, 
genetic, occupational and other factors may 
well play a role. The important point is that 
these alterations in the normal anatomy of 
the cervical spine do occur in the absence of 
acute trauma. Figure 1 demonstrates some 
of these changes as they are manifested 
roentgenologically. 


Clinical Illustrations 

From the foregoing anatomic considera- 
tions, one can surmise that the resulting 
neurologic signs and symptoms might consist 
of four types: (1) those due to compression 
and ischemia of the cervical portion of the 
spinal cord; (2) those due to compression of 
one or more cervical nerve roots; (3) those 
due to impaired blood flow through the verte- 
bral arteries; and (4) combinations of any of 
these. 

Case 1. Cervical myelopathy with slowly progres- 
sive spastic paraplegia, minimal sphincter impairment 
and marked degenerative changes of cervical spine. 
Arrest of progression following decompression of the 


spinal cord by laminectomy and section of dentate 
ligaments. 


FIG. 1 
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A 56 year old housewife was admitted to the Med- 
ical College Hospital on Aug. 1, 1956, with the com- 
plaint of weakness in the lower extremities. She had 
first noticed weakness in the left lower limb 2 years 
previously. Gradual progression of the weakness 
ensued, involving both lower limbs. There had been 
“occasional numbness” of both arms and aching in the 
neck for several years. Although there was some varia- 
tion in the degree of difficulty in walking, there was 
no history clearly indicative of remission or change 
in distribution of the weakness. For approximately 18 
months she had had occasional urinary incontinence. 

She had suffered intermittently from low back pain 
for 20 years, since the birth of her eldest child, and 
pain in the distal joints of the fingers for 7 years at- 
tributed to arthritis. She had deafness on the right 
since ear infection and mastoidectomy during ado- 
lescence. 

Examination revealed deafness and purulent ex- 
ternal otitis on the right. Function of the cranial 
nerve was intact otherwise. Fundi and visual fields 
were normal. There was spastic paraparesis with bi- 
lateral extensor plantar response and readily induced 
flexor spasms. Gait was stiff and unsteady. Vibratory 
and tactile sensibility was decreased in both feet, 
more so on the left. The upper extremities were 
normal. 


The following were pertinent laboratory and 
ancillary studies: Radiographs of the cervical spine 
showed marked narrowing of the C-5-6 and C-6-7 inter- 
spaces, osteoarthritic overgrowth with posterior “lip- 
ping” and slight forward displacement of the body 
of C-3 on C-4 with resultant narrowing of the 
anteroposterior diameter of the spinal canal at this 
level. Myelography with pantopaque revealed inter- 
ruption of the column of contrast media at the 
C-3-4 level. The cerebrospinal fluid was clear and 
colorless, under normal pressure, and contained one 
lymphocyte and 26 mg. protein per 100 ml. Colloidal 
gold reaction was 0000000000. Blood and spinal fluid 
serologic tests were negative. 


The diagnosis of cervical myelopathy due to com- 
pression of the cord at C-3 was made. The patient was 
advised that operation might halt progression of her 
symptoms but no promise to improvement was of- 
fered. She was discharged to consider the advisability 
of operation and readmitted 3 weeks later. 

Laminectomy was performed at C-3-4 on Aug. 31, 
1956. The spinal cord and its coverings were found 
displaced posteriorly. On opening the dura and retrac- 
tion of the cord a prominent bony bridge at the C-3-4 
interspace was found protruding across the anterior 
wall of the canal. The dentate ligaments were cut 
bilaterally and the dura closed loosely. 

She was ambulatory on the 4th postoperative day 
and discharged 12 days after operation. On examina- 
tion 3 weeks after operation there was slight im- 
provement in her gait and the tendon reflexes were 
less active in the lower limbs. Periodic reports from 
her son-in-law, a physician, in the ensuing 4 years 
reveal persistence of spastic paraparesis with no pro- 
gression and no development of new symptoms. 


Comment. It could, of course, be argued 
that this was a case of intrinsic disease of the 
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spinal cord, e.g., a progressive spinal form of 
multiple sclerosis, with coincident spinal 
arthritis. This possibility was seriously con- 
sidered. However, marked distortion of the 
spinal cord found at operation was unde- 
niable. Furthermore, the lack of progression 
of neurologic deficit in the 4 years since opera- 
tion, whereas steady progression prevailed pre- 
operatively, is quite convincing. 

Case 2. Unilateral cervical cord compression com- 
bined with cervical radiculitis, simulating spinal canal 
tumor. 

A 53 year old female, retired schoolteacher, was ad- 
mitted to the hospital on Feb. 10, 1957, with pain and 
weakness in the right upper limb and stiffness of the 
left leg. She had noticed gradually progressive weakness 
and clumsiness of the left lower limb for 7 years and 
the left upper limb for 614 years. She had been forced 
to retire from teaching school in 1952 because of dif- 
ficulty in her gait. At no time during the course of her 
illness had there been any suggestion of remission, and 
careful questioning failed to elicit any past symptoms 
suggestive of involvement of cranial nerves or brain 
stem. 

Nineteen days prior to admission, while suffering 
from a transient febrile illness diagnosed as “flu,” she 
developed dull, throbbing pain in the left shoulder and 
arm requiring narcotics for relief. There was no asso- 
ciated trauma. 

On examination mental faculties were within normal 
limits and the cranial nerves were normal. There was 
a spastic weakness of the left upper and lower limbs 
with hyperactive tendon reflexes throughout the left 
side and a positive left Babinski sign. There was trun- 
cal ataxia. Abdominal reflexes were present bilaterally. 
Vibratory, position, and stereognostic sensibilities were 
impaired on the left. Other sensory modalities were 
intact. The gait was ataxic, with a wide base, and she 
was unable to walk without support. 


Lumbar puncture revealed clear colorless cerebro- 
spinal fluid under 125 mm. pressure, containing 4 
lymphocytes, 56 mg. of protein per 100 ml. and a col- 
loidal gold curve of 0001221000. Radiographs revealed 
a mild platybasia. The 6th cervical intervertebral disk 
space was narrow and there was hypertrophic lipping 
at this level. Myelography with pantopaque revealed 
a large centrally placed defect extending toward the 
left at the C-6 disk space. 


She reported relief of pain in the upper extremity 
following the myelogram. An extramedullary tumor of 
the cervical canal was suspected and laminectomy was 
performed on Feb. 22. On exposing the dura the sur- 
geon noted an absence of normal epidural fat. On 
incising a normal appearing dura and arachnoid, 
cerebrospinal fluid flowed freely. The cord and left 
nerve root were bulging posteriorly at the C-5 level. 
On cutting the dentate ligament and retracting the 
cord, a large protrusion of bony consistency at the C-5 
disk space was encountered encroaching on the spinal 
canal in its left anterolateral aspect. There was a 
similar smaller protrusion at the C-4 disk space. It was 
judged that an attempt at removal of these was too 
hazardous. Simple decompression, including division of 
the dentate ligaments bilaterally, was carried out. 
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Postoperatively she was given progressive physical 
rehabilitation. There was gradual improvement to the 
point she became able to walk to the bathroom with- 
out assistance. She continued to require a wheelchair 
for the most part at the time of her discharge 8 weeks 
after operation. She was completely relieved of the 
radicular pain in the left upper limb. 

Case 3. Cervical arthritis with pain, paresthesias, 
and muscle wasting in the distribution of left C-6, 7 
and 8 nerve roots. Temporary relief with bed rest and 
immobilization. 

A 58 year old housewife and schoolteacher was first 
examined on July 26, 1958. For 10 years she had suf- 
fered recurrent neck pain and frequently noticed a 
grating feeling in the neck on movement “as if the 
neck slips out of joint.” For 5 years she had experi- 
enced recurrent bouts of pain radiating to the left 
shoulder, elbow, and occasionally into the 4th and 5th 
fingers accompanied by numbness and paresthesias in 
these fingers. For several months she had noticed dif- 
ficulty in picking up small objects with the left hand. 
Prolonged desk work such as grading papers, extending 
the head and lifting heavy objects all precipitated or 
exacerbated the symptoms. There was no history of 
trauma to the head or neck. 

She described herself as being of “nervous” tem- 
perament and subject to dull bitemporal headaches for 
years. 

On examination she was moderately obese. There 
was obvious restriction of movements of the head and, 
on passive movement, limitation of neck flexion and 
extension was found. Tenderness was elicited over the 
lower cervical spine. There was slight atrophy of the 
left trapezius muscle. The left triceps reflex was ab- 
sent. Blood pressure was 160/90 and the heart was 
normal. 

Radiographs of the cervical spine revealed narrow- 
ing of the interspaces between C-5, 6 and 7 and T-1. 
There were marked osteophytes bilaterally between 
the bodies of C-5, 6 and 7. The electrocardiogram was 
normal at rest and after exercise. 

On bed rest, with 5 pounds cervical traction for 10 
days, there was marked relief of the pain in the 
shoulder and arm, paresthesias and numbness. Neck 
pain on movement persisted. Since discharge from the 
hospital in August 1958, she has suffered several recur- 
rences of the above symptoms. She uses cervical immo- 
bilization and bed rest at home which affords relief 
from the acute exacerbation. She is able to continue 
her teaching duties. 

Case 4. Cervical radiculitis simulating angina pec- 
toris. 

A 54 year old merchant was referred to the Medical 
College Hospital on Nov. 18, 1956, for evaluation of 
“heart trouble and polycythemia.” Eighteen months 
previously he had suffered an attack of pain in the 
left chest with radiation to the left arm. The diag- 
nosis of myocardial infarction was made and he was 
hospitalized locally for 40 days. Treatment included 
digitalis, phlebotomy for suspected polycythemia, and 
nitroglycerine. After discharge he had continued to 
have bouts of constricting pain in the chest and arm 
accompanied by apprehension, dizziness, and paresthe- 
sias and numbness of the left hand. These lasted from 
hours to several days, usually began at rest, and were 
not relieved by nitroglycerine. 
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On examination he was slightly obese and plethoric. 
The heart was normal in size with normal sinus 
rhythm and no murmurs. There was “decreased sen- 
sation over the left hand and forearm.” Elevation of 
the arm above his head accentuated the numbness and 
paresthesias in the left hand. The radial pulses were 
equal. 

The highest RBC. count recorded was 5,040,000 with 
15 Gm. Hgb. and a PCV. of 49 per cent. Two electro- 
cardiograms, one of which was obtained during a bout 
of pain, were negative. Radiographs of cervical spine 
revealed marked narrowing of the 6th cervical inter- 
vertebral space with hypertrophic “spurring” of the 
Opposing posterior margins of C-6 and C-7. 

In the hospital he had several attacks of chest pain. 
Plethysmograph, EKG., and blood pressure determina- 
tions showed no variation from normal before or after 
pain. Pain was not precipitated by smoking. 

He was taken off all medication and following dis- 
charge 3 days later he resumed normal activity. He had 
occasional bouts of aching in the chest which would 
subside spontaneously. In March 1958, another attack 
occurred, and after it persisted for 10 days he was re- 
admitted to this hospital. 

Examination revealed no essential change from pre- 
vious findings. Blood pressure and all cardiac findings 
were normal. Three electrocardiograms, one including 
a standard (Masters) exercise test, were normal. Radio- 
graphs showed the same changes in the cervical spine 
as before and arthritic changes in the 4th through 12th 
thoracic vertebrae. The Hgb. was 17 Gm. with 5,520,- 
000 RBC. and 10,450 WBC. The PCV. was 53 per 
cent. 

The diagnosis of cervical osteoarthritis with radicu- 
litis and with superimposed “hyperventilation syn- 
drome” was made again. The patient was unwilling to 
remain in the hospital for additional studies and was 
discharged after 3 days to use cervical traction at home. 


Comment. The diagnosis here rested on 
clinical grounds after exhaustive studies dur- 
ing two hospitalizations. Myelography would 
have helped in clarifying the diagnosis but it 
was clear on careful questioning that the 
symptoms were compatible with nerve root 
compression at the level where changes in the 
cervical spine were demonstrated. 

There has been no recognized case of insuf- 
ficiency of the vertebral artery due to cervical 
spondylosis in our series, although some of 
the patients complained of dizziness and tran- 
sient episodes of ataxia suggesting this as a 
possible factor. For examples and an excellent 
discussion of such cases the reader is referred 
to the report of Hardin and associates!’ and 
that of Sheehan, Bauer and Meyer.!® 

The syndrome of compression of the spinal 
cord consists essentially of signs of deficit of 
the long tracts, more motor than sensory, with 
or without signs of deficit related to the an- 
terior horn cell or motor and sensory root at 
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the cervical segments. These may be uni- 
lateral or bilateral, depending on whether the 
protruding osteophyte is central or more lat- 
erally placed in the spinal canal.* The onset 
is usually insidious and the course slowly pro- 
gressive as in Cases 1 and 2. The syndrome 
must be differentiated from tumor of the 
cervical canal or spinal cord, motor system 
disease, spinal forms of multiple sclerosis, sub- 
acute combined degeneration, and syringo- 
myelia. 

The syndrome of cervical root compression 
may consist of lower-motor-neurone paralysis 
of upper limb or shoulder girdle distribution 
or sensory manifestations with pain, numb- 
ness and paresthesias of one or both upper 
limbs. The pain may be of two types: (1) that 
of irritation of the sensory root in which burn- 
ing or shooting pain and tingling of derma- 
tome distribution prevails, and (2) that due to 
irritation of the motor root in which dull, 
poorly localized aching of myotome distribu- 
tion prevails. Therefore, even with compres- 
sion at a single intervertebral foramen, the 
pain may be of wider distribution than ex- 
pected. Frykholm* has elucidated these pain 
mechanisms by selective analgesic blocking of 
anterior and posterior roots at operation. 

Case 4 illustrates a particularly trouble- 
some problem in differential diagnosis. It has 
been demonstrated that irritation of the left 
C-7 root may simulate remarkably the symp- 
toms of angina pectoris and myocardial in- 
farction.'! The diagnosis of such cases is 
fraught with hazard and requires meticulous 
investigation. Serious consequences may re- 
sult from error in either direction. 


Problems in Diagnosis 


The differentiation of the neurologic syn- 
dromes due to disease of the cervical spine 
from the numerous diseases which may be 
simulated is not a simple matter. Friedenberg 
and collaborators! have reported on the dis- 
crepancy between the clinical and roentgen- 
ologic findings. 

In an effort to further clarify the diagnostic 
value of radiography, we carried out the fol- 
lowing comparison. One hundred hospitalized 
patients and hospital employees selected at 
random and without history indicating disease 
of the cervical root or spinal cord were sub- 
jected to radiographs of the cervical spine in 
the four standard (anteroposterior, lateral, 
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right and left oblique) projections. This was 
designated the “asymptomatic group.” Radio- 
graphs in the same projections on 50 patients 
hospitalized within the past 3 years were se- 
lected on the basis of a clinical diagnosis of 
radiculitis and/or cord disease attributed to 
cervical spondylosis. Since this disorder is gen- 
erally regarded as occurring predominantly in 
older people, only those in both groups over 
50 years of age were studied. Prior to exam- 
ination of any films a system of grading was 
devised based on: (1) narrowing of interverte- 
bral space (s), (2) narrowing of intervertebral 
foramina by hypertrophy at the joints of 
Luschka, (3) posterior or posterolateral bony 
protrusion at the disk space, (4) congenital 
anomalies of the vertebral column, and (5) 
alteration of vertical alignment of the verte- 
brae. Narrowing of intervertebral foramina 
was subdivided into those with “visible” (less 
than 30%) encroachment and those with 
“marked” (greater than 30%) encroachment. 
The following findings were considered irrele- 
vant and were disregarded: 

Anterior hypertrophic “‘lipping”’ of inter- 

vertebral spaces. 

Loss of the normal lordotic curve alone. 

Congenital anomaly alone. 

Scoliosis considered due to positioning. 

Decrease in height of the vertebral body. 

The film sets from the asymptomatic and 
patient groups were placed in identical jack- 
ets and identified only by serial numbers. 
Interpretation was made without knowledge 
of whether a set was from a patient or a con- 
trol and without knowledge of previous inter- 
pretations. 

Table 1 shows the frequency of the indi- 
vidual findings at each level in the two groups. 
Narrowed intervertebral spaces, the most fre- 
quent finding, occurred almost as frequently 
in the asymptomatic group over age 50 as in 
patients of the same age group. All changes 
were most frequent at the C-4, 5 and 6 levels 
in both groups except for congenital anom- 
alies. Figure 2 compares the individual find- 
ings in the two groups. The only significant 
difference was that posterior protrusions into 
the canal were identified in the plain films 
in 8 of the 50 patients and only once in 100 
controls. It is readily apparent that those 
radiographic findings considered significant 
in the causation of neurologic symptoms are 
frequent in asymptomatic adults over 50 
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TABLE 1 


COMPARISON OF INDIVIDUAL RADIOGRAPHIC 
CHANGES AT EACH LEVEL IN 100 CONTROLS AND 
50 PATIENTS, ALL OVER 50 YEARS OF AGE 








“‘Asymptomatic” group (100) C2 C3 C4 C5 C6 C7 Totals 


Narrowed I.V. spaces 2 26 31 728 4 3 184 
Visible uncovertebral 

encroachment 1 12 18 47 30 2 110 
Marked uncovertebral 

encroachment 5 ti w@ 54 
Posterior bony protrusion 1 1 
Congenital anomaly % % % 2 
Altered vertical alignment 1 1 
Patients (50) 
Narrowed I.V. spaces $ 18 2% Si 24 2 103 
Visible uncovertebral 

encroachment im wwB He i 59 


Marked uncovertebral 


encroachment 5 8 WW 8 38 
Posterior bony protrusion s & = 8 8 
Congenital anomaly 4% yw VY 2 
Altered vertical alignment 1 1 





years of age. Only 14 of this group had normal 
radiographs. This fact negates the value of 
radiography by plain film alone in diagnosis. 

Myelography provides valuable additional 
information, particularly in demonstrating 
encroachment on the spinal canal by posterior 
protrusions due either to soft tissue or bone 
formation. It may not help in cases where the 
changes are limited to the intervertebral fora- 


— 


men. In this series of 50 patients, 7 had 
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myelograms. In 6, posterior protrusions caus- 
ing narrowing of the canal were demonstrated. 
This finding had been reported in the plain 
radiographs in only one of the 6 cases. Such 
protrusions on the anterior wall of the canal, 
even osseous bars, are difficult to identify on 
plain radiographs when large uncovertebral 
osteophytes are present at the same level, 
Since the same type of stress that produces 
one produces the other, they are apt to occur 
together. 

It is possible that laminography would 
demonstrate midline bony protrusions, but we 
have not yet used this technic. Examination 
of the cerebrospinal fluid is rarely of help 
except in excluding other lesions in differen- 
tial diagnosis. 

In the final analysis, accurate diagnosis de- 
pends more on careful evaluation of the signs 
and symptoms, their course and response to 
therapy and a systematic approach in differ- 
ential diagnosis than on roentgenologic tech- 
nics. Nevertheless, the latter are necessary in 
establishing the diagnosis. Local infections or 
tumors, primary or metastatic, may be dis- 
covered. Degenerative changes in the verte- 
brae that correspond to the level of neural 
involvement are confirmatory. Normal radio- 


FIG. 2 
RADIOGRAPHIC CHANGES IN THE CERVICAL SPINE 
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graphs of the cervical spine are particularly 
valuable in compromising the diagnosis. 


Prognosis and Treatment 


Although the underlying vertebral disease 
is relatively benign, once neurologic deficits 
have developed, the outlook for restoring lost 
function or giving the patient sustained relief 
from discomfort is not good. Treatment is 
largely palliative. Acute sensory symptoms 
and, sometimes, muscle wasting and weakness 
can be temporarily relieved, but a high rate 
of recurrence within weeks or months is the 
rule. 


So-called “‘conservative’”’ treatment, consist- 
ing of bed rest with cervical traction or immo- 
bilization, local heat and directed exercise, 
administration of analgesics and muscle relax- 
ants often gives prompt relief from acute pain 
and paresthesias. The value of traction on the 
neck is debatable. Its chief recommendation is 
that it enforces bed rest and immobilizes the 
neck. In some cases it actually worsens radi- 
cular pain and must be discontinued. 


Operative treatment consists, in most cases, 
of laminectomy with decompression of the 
entrapped spinal cord or nerve root. Com- 
plete removal of an intervertebral protrusion 
is usually not attempted because of the danger 
of trauma to the spinal cord. However, special 
curets with reversed curve have been devised 
that can be used for partial removal. The 
laminectomy itself, along with cutting of the 
dentate ligaments, often affords sufficient es- 
cape of the cord from its entrapment to halt 
or delay progression of damage. In cases of 
nerve root compression by uncovertebral 
osteophytes, enlargement of the intervertebral 
foramen far laterally with a drill and curet is 
usually advisable. With the root thus decom- 
pressed, it can be retracted to allow explora- 
tion of the anterior wall of the foramen and 
removal of the osteophyte by rongeur. Un- 
sheathing the root has been recommended in 
those cases where adhesion and fibrosis of the 
dural sheath has occurred. Surgery should be 
reserved for the following conditions: 


” 


1. When either pain or muscle wasting and 
weakness are severe and progressive and do 
not respond to conservative measures. 

2. In cases of compression of the spinal cord, 
particularly when the signs are progressing. 

In persons known to have degenerative 
changes of the cervical spine certain preven- 
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tive measures are important. They should 
refrain as much as possible from activity such 
as diving, climbing, and vigorous sports which 
may involve sudden or marked deviations of 
the head, especially extension. During anes- 
thesia for surgical procedures, great care 
should be exercised to avoid prolonged or 
marked extension of the head. Relatively 
minor head-displacing injuries may result in 
serious injury to spinal cord or nerve roots.'* 


Summary 


The concept of cervical spondylosis as a 
normal process of “aging” is reviewed. The 
pathogenesis of neurologic complications due 
to, (a) compression and ischemia of the cervi- 
cal segments of the spinal cord, (b) compres- 
sion of cervical nerve roots, and (c) impaired 
blood flow in the vertebral arteries secondary 
to these spinal changes is presented. The 
limited value of radiography in the diagnosis 
of these syndromes is brought out by a com- 
parison of the radiographic findings in a 
group of asymptomatic controls and a group 
of patients with clinical manifestations of 
cervical radiculitis or cervical cord compres- 
sion. Prognosis and management are discussed 
briefly. 


Addendum: In discussion of this presentation, Dr. 
Henry G. Schwartz of St. Louis, Missouri, called atten- 
tion to another anatomic factor, that of compression 
of the cervical cord posteriorly by hypertrophied liga- 
menta flava. 
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Imperforate Anus* 


ARNOLD M. SALZBERG, M.D., and CAROLYN M. MARTIN, M.D.,t 


Richmond, Va. 


The proper classification of this lesion with relationship to degree of stenosis, fistula and 
anatomic interrelationships is essential to the choice of a definitive surgical attack. 


Introduction 


THIRTY-THREE PATIENTS with imperforate anus 
were seen at the Medical College of Virginia 
Hospitals between 1952 and 1960. This has 
been the most frequent, major congenital 
anomaly of the intestinal tract during these 
8 years. 

There was an almost equal division be- 
tween sexes, with males predominating 
slightly. Sixteen patients were newborns and 
5 of these were premature. The remaining 
17 patients were 4 weeks to 13 years of age. 

Three of the 33, all boys, were categorized 
as a type I imperforate anus, or anal stenosis. 
One male patient had a type II membranous 
imperforate anus. Twenty-nine patients, 12 
boys and 17 girls, had a type III imperforate 
anus with or without various fistulas. A type 
IV imperforate anus (rectal atresia with nor- 
mal appearing anus) was not encountered.!2 

In the type III imperforate anus, the 
amount of soft tissue between the anorectal 
pouch and the perineum varied from 0.5 to 
6 cm. Of the 17 female patients with this type 
of malformation, 14 had either a rectoperineal 
or rectovaginal fistula, while 3 had no com- 
plicating fistulas. Three of the 12 male pa- 
tients had a rectoperineal fistula, one a recto- 
urinary fistula, while 7 had no fistulas. 


Diagnosis 


The diagnosis of this anomaly rests rather 
firmly on the history and physical examina- 
tion and both will vary with the type of 
imperforate anus.® 


In a type I imperforate anus, ribbon-like 
stools, incomplete obstruction, pain on defe- 
cation, constipation, incontinence and bleed- 
ing may occur. 





*Presented at the Virginia State Medical Society Meeting, 
Roanoke, Va., October 1959. 

tFrom the Pediatric Surgical Service, Department of Surgery, 
Medical College of Virginia Hospital, Richmond, V 
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In the other types, obstructive findings pre- 
dominate unless a fistula decompresses the 
gastrointestinal tract. If so, the history might 
relate to stools emanating from peculiar ori- 
fices, constipation, incontinence, or straining 
with stools. 


The physical examination, again, will vary 
with the specific type of imperforate anus. In 
the normal full-term newborn, rectal exami- 
nation should admit the small examining 
finger until the sacral promontory is reached. 
The diameter of a type I imperforate anus 
will not allow the circumference of the small 
finger to be introduced. The type IV imper- 
forate anus may look perfectly normal to in- 
spection but the small examining finger will 
impinge below the sacral promontory. 

Perineal inspection or palpation for a type 
II imperforate anus will reveal a thin anal 
skin plate which bulges upon straining and 
through which meconium can be visualized. 
A type III imperforate anus will have a 
thicker anal skin plate through which me- 
conium cannot be seen and bulging cannot be 
so easily demonstrated. 


Fistulas in the female will be either perineal 
or vaginal. The recto-urinary fistula in this 
sex is rare because the miillerian duct system 
is interposed between the intestinal and uri- 
nary tracts. The external orifice of a perineal 
fistula will be present between the anal dim- 
ple and vagina. Probing this perineal orifice 
with a curved clamp pointing toward the anal 
dimple will demonstrate the distance between 
bowel and skin. A vaginal fistula may be at 
the posterior fourchet, just within the in- 
troitus, or higher up. Visualization with a 
nasal speculum and gentle probing should 
locate the orifice. 


In the male, fistulas will be perineal or 
urinary. The latter is obviously not available 
on physical examination. The stoma of a 
perineal orifice may be demonstrated by prob- 
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ing. Often the perineal fistula runs forward 
in the midline as an epidermal covered tract 
toward and even over the scrotum. Deroofing 
the epithelial-covered fistula in the perineum 
and probing will usually localize its origin 
just anterior to the anal dimple. 

Perineal examination is completed by dem- 
onstrating the quality, quantity and _loca- 
tion of the external anal sphincter. It is 
unusual to have a completely absent anal 
sphincter with imperforate anus, since the 
sphincter originates from a different embryo- 
logic anlage than the intestinal tract. Func- 
tional integrity is more often absent.*® 

Abdominal examination and distention will 
vary with the degree of obstruction which in 
turn depends on duration and sources of de- 
compression. After 25 to 30 hours of obstruc- 
tion without decompression, elevation of the 
diaphragm and compression of the inferior 
vena cava may produce respiratory and cir- 
culatory distress. 

The physical examination should be geo- 
graphically expanded to include other likely 
serious anomalies which occur with imperfo- 
rate anus. Orthopedic, genitourinary, cardio- 
vascular and central nervous system malfor- 
mations have been found in our case mate- 
rial. More frequently, other gastrointestinal 
anomalies, such as esophageal atresia with 
tracheo-esophageal fistula,® are associated with 
imperforate anus. The demonstration of the 
latter should lead to active search for the 
other. 


Urinalysis is an essential part of the pre- 
operative laboratory work. In addition to its 
usual value, it is the best method for deter- 
mining a recto-urinary fistula. Meconium in 
the urine establishes the presence of a fistula. 
However, the absence of meconium on even 
serial urinalyses does not rule out a fistula. 

Roentgenograms of the thorax and abdo- 
men, in both the conventional and the now 
classic Wangensteen-Rice positions, are help- 
ful in reaching a more exact anatomic diag- 
nosis and planning the operative approach.” 

The intriguing “upside-down” x-ray is su- 
perfluous in a type I or II imperforate anus, 
or in the type III with functioning extra- 
urinary fistulas. In the latter instance the 
fistulas can be probed, the anorectal pouch 
outlined, and the distance between the pouch 
and perineal skin estimated by palpating the 
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probing instrument through the skin plate. 

The x-ray examination in the inverted po- 
sition is useful in a type III or IV imperfo- 
rate anus without fistula or with a poorly 
functioning fistula, since the retained air by 
contrast will help to demarcate the lower 
level of the intestinal pouch. Thus, in a type 
III imperforate anus, roentgenograms may 
demonstrate air in the lower bowel at a dis- 
tance of 0.5 to 6 cm. from the perineum. 
This information is useful in planning the 
operative approach. 

The interpretation of films made in the 
Wangensteen-Rice position will depend some- 
what on the time interval after birth and the 
position of the patient. Before 12 hours after 
birth, air in the colon may not have perco- 
lated through the thick meconium in the in- 
testinal pouch to delineate its lower margin 
by air contrast. Between 12 and 24 hours, 
however, air should reach its lowest pelvic or 
perineal level. To avoid postponing opera- 
tion for 24 hours unnecessarily, x-ray studies 
in the “upside-down” position are obtained 
at 12 and 18 hours in the lateral view with a 
lead perineal marker strapped over the pre- 
sumed anal dimple. Often no further progress 
of air is noted between the 12 and 18 hour 
films, and accordingly it is assumed that the 
end of the pouch has been reached. If there 
is progression on the later film, an additional 
exposure is taken at 24 hours to be certain 
that air has passed the distal meconium. 

It is not unusual, however, in a type III 
imperforate anus to have considerable distance 
due to soft tissue between the most distal 
colonic gas and the anal dimple at 12 hours, 
while on an x-ray film taken at 18 hours air 
will have descended to within a centimeter 
of the anus. On the basis of this, the opera- 
tion can be varied from the more formidable 
abdominoperineal anoplasty® to the simpler 
perineal anoplasty. 

Before making these informative x-ray ex- 
posures, the patient should be held in the 
“upside-down” position for 2 to 3 minutes so 
an accurate gas configuration can be ob- 
tained at the bottom of the pouch. In addi- 
tion, after the 12 hour x-ray examination a 
No. 8 or No. 10 nasogastric tube is connected 
to suction to prevent further gastrointestinal 
distention. The insertion of this tube will not 
impede the progress of air within the gastro- 
intestinal tract. 
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Treatment 


The principles of treatment for the first 2 
types of imperforate anus are rather standard- 
ized and consist of dilatation of the stenotic 
area, or cruciate incision of the obstructing 
membrane respectively. Dilatation is accom- 
plished with well-lubricated urethral cathe- 
ters, followed by rectal tubes up through a 
No. 30. The small examining finger can then 
be used. Dilatation should be done frequently 
at first and then at increasing intervals. 

A type IV imperforate anus must be man- 
aged by the combined abdominoperineal ap- 
proach. 

Of the 29 patients with a type III imperfo- 
rate anus, 4 girls with rectoperineal fistulas 
have not been treated. This variety of im- 
perforate anus may not require operative in- 
tervention because these patients have good 
fecal control. The only disadvantage here 
might involve obstetric complications at the 
time of vaginal delivery with an absent peri- 
neal body.® 

The remaining 25 patients were treated 
by a variety of methods and often multiple 
procedures were used in the same patient. 

From this experience, certain principles 
have evolved. An operative procedure which 
will correct the anomaly in its entirety should 
be undertaken rather than multiple proce- 
dures which postpone definitive surgery, 
unless this postponement is indicated by 
prematurity or crippling anomalies. Sec- 
ond, the perineal operation should be done 
through tissue outside the sphincter minimiz- 
ing trauma to the sphincter and not violating 
the muscle ring.111 

Accordingly, the smaller incisions which 
are employed prevent extensive dissection 
and mobilization of high lying pouches and 
fistulas. Therefore, for this perineal dissec- 
tion to be efficacious the pouch and fistula 
must be close to, or at the perineum. By this 
method a small anal stoma is created, which 
must be dilated, rather than fashioning a 
larger orifice through a divided and resutured 
muscle. Finally, the use of a neurosurgical 
stimulator with a graded faradic current and 
controlled rest intervals will more precisely 
delineate the exact location and configura- 
tion of the external anal sphincter.12 


At the moment, management of a type III 
imperforate anus, with or without various 


IMPERFORATE ANUS—Salzberg and Martin 1103 


fistulas, is conducted according to the above 
principles. In the male a perineal fistula can 
almost invariably be managed by perineal 
anoplasty. A fistula of the urinary tract us- 
ually must be treated by the combined ab- 
dominoperineal approach. The more unusual 
type III imperforate anus, without fistula, 
should have a low lying pouch, perhaps with- 
in 1 cm. of the perineum, before committing 
the patient to perineal anoplasty through a 
small transverse incision anterior to the 
sphincter. A pouch higher than this can be 
approached from below, if the perineal inci- 
sion is large and vertical, and splits the 
sphincter. We prefer to avoid this and, ac- 
cordingly, a pouch higher than 1 cm. would 
be treated by a combined abdominoperineal 
anoplasty. 

In the male newborn, if the perineal fistula 
decompresses the gastrointestinal tract or can 
be made to do so by gentle dilation, a defini- 
tive procedure is postponed until the child 
is near one year of age. 

In the female, a low rectovaginal fistula at 
the introitus can be approached from below. 
If the vaginal fistula is not at this level but 
higher in the vagina, it again becomes diffi- 
cult to mobilize this higher segment through 
the small perineal incision and, accordingly, 
abdominoperineal anoplasty would be chosen. 
In the female newborn rectoperineal and 
rectovaginal fistulas are dilated gently for 
gastrointestinal decompression in order to 
postpone more definitive procedures until 
later. However, postponement should not be 
gained at the expense of mutilating dilata- 
tions. If decompression does not occur with 
nontraumatic dilatation, another approach 
should be utilized. 

In the more unusual type III imperforate 
anus in the female without fistula, the pouch 
again would have to be within 1 cm. of the 
perineal skin plate for the perineal anoplasty 
to be attempted. Otherwise the combined 
approach would be utilized. 

A high sigmoid colostomy has been used in 
type III imperforate anuses for prematures, 
for full-term infants with other severe con- 
genital anomalies, or critically ill infants 
from advanced intestinal obstruction. In older 
children preliminary decompressive colostomy 
was employed for dilated colorectal segments 
proximal to malfunctioning rectoperitoneal 
or rectovaginal fistulas which could not be 
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handled by irrigations from below. After sev- 
eral months of decompression, the size of the 
distal pouch would permit mobilization 
through the small external anal sphincter by 
the combined or extrasphincteric perineal 
approach. Postoperatively, with either ap- 
proach, it is essential that dilatations begin 
about 2 weeks following operation and con- 
tinue for months at increasing intervals. 
Again, urethral catheters and rectal tubes 
are employed prior to small finger dilatation. 

There have been 5 deaths in the 33 patients 
included in this report. A two and a half 
pound premature infant died from rectal per- 
foration and peritonitis secondary to manipu- 
lation with a catheter for radiographic visuali- 
zation of the anorectum prior to operation. 
A second death occurred in a type II im- 
perforate anus complicated by a_tracheo- 
esophageal fistula. One full-term newborn 
with a type III imperforate anus died 2 
months following operation, from congenital 
obstruction of the bladder neck with bilateral 
hydro-ureter and hydronephrosis. The fourth 
death occurred postoperatively in a type III 
imperforate anus complicated by duplication 
of the terminal ileum and colon. The fifth 
death in type III imperforate anus occurred 
from congestive heart failure following en- 
thusiastic postoperative intravenous therapy. 

The functional results following operation 
for imperforate anus are difficult to evaluate 
in a short 8 year period, but it is our distinct 
impression that operations which split the 
anal sphincter in one or two places for op- 
erative exposure will lead to poorer fecal 
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continence than operations 
sphincter transection. 

The creation of a small stoma through an 
intact sphincter implies extreme postoperative 
vigilance by physician and parent. Gentle, 
persistent, progressive dilatation with avoid- 
ance of bleeding, cathartics and enemas with 
prevention of fecal impactions, and _ intelli- 


gently taught methods for bowel training are 
essential.18 


which avoid 


In those patients with imperforate anuses 
who do not have crippling anomalies of 
other vital systems, prompt diagnosis, employ- 
ment of the proper operation, and long-term 
postoperative supervision will yield gratifying 
results. 
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Topical Acne Therapy: 


HARRY M. ROBINSON, JR., M.D., JAMES K. ATON, M.D., 
ALBERT CIAMBOTTI, M.D., and DANIEL ROBERTS, M.D.,+ 
Baltimore, Md. 


The authors have shown that the general measures usually used in the treatment of acne, and the 
personal interest of the attending physician, are the factors most responsible for improvement 
of acne, rather than mixtures of drugs of one type or another applied locally. 


A muLtTipuicity of factors are incriminated in 
the production of adolescent acne, but this 
lack of a specific cause limits the therapeutic 
attack. Although changes in _ hormonal 
activity are basically responsible for the 
development of acne vulgaris, there are no 
safe or effective measures for regulation of 
this hormonal dysfunction. The accepted 
means of treatment are limited to local ap- 
plications designed to reduce the oily secretion 
and prevent follicular plugging, dietary re- 
strictions, careful drainage of pustular and 
cystic lesions, judicious use of antibacterial 
drugs, ultraviolet light, and fractional x-ray 
therapy. 

The profusion of available topical prepara- 
tions for the treatment of acne vulgaris, and 
the exaggerated claims for their effectivity has 
produced a state of confusion. In an attempt 
to clarify this situation and to determine the 
value of topical therapy as an adjunctive 
measure in the management of the acne pa- 
tient, the following study was conducted at 
the University of Maryland. The difficulty of 
conducting such a study and evaluating the 
results is obvious, particularly since it is 
impossible to perform paired comparative 
studies. A large number of patients was 
treated with a variety of coded preparations 
and the results were tabulated on the basis of 
both objective observations and subjective 
claims. 


The Study 


Selection of Patients. All patients included 
in this study were observed in the University 
of Maryland Dermatology Clinic or the senior 
author’s private practice. Only those persons 


_ 


*Read before the Section on Dermatology and Syphilology, 
Southern Medical Association, Fifty-Fourth Annual Meeting, 
St. Louis, Mo., Oct. 31-Nov 3, 1960. 


tFrom the Division of Dermatology of the Department of 


Medicine, University of Maryland School of Medicine, Balti- 
more, Md. 


who returned for follow-up observations were 
included in this report. The patients, who 
ranged in age from 11 to 30 years, included 
males and females, Caucasians and Negroes. 

Classification of Patients. For the interpre- 
tation of results of the study, eruptions were 
classified as, (1) mild, (2) moderate, and (3) 
severe. Those included in the mild group had 
seborrhea oleosa with comedo formation and 
a few scattered superficial papules and 
pustules without gross scar formation. In this 
group, involvement was usually limited to 
the head and neck. Those included in the 
moderate group had seborrhea oleosa, comedo 
formation, a number of superficial papules 
and pustules, moderate scar formation, and 
an occasional cystic lesion. The patients 
classified in the severe group had comedo 
formation, extensive distribution of both 
superficial and deep papules and pustules, ex- 
tensive cystic lesions, moderate to severe scar 
formation and a distribution of lesions in- 
volving the head, neck, back and anterior 
chest wall. 

Method of Treatment. In all instances pa- 
tients were instructed to wash thoroughly with 
a bland soap morning and evening. The diet 
list furnished to each patient eliminated the 
use of chocolate, nuts, fried foods, butter, 
pastry, salad dressings, other oily foods and 
highly seasoned foods. Those using the prepa- 
rations in study number | and study number 
2 were instructed to apply the medication 
morning and evening after cleansing with soap 
and water. Patients included in study number 
3 were instructed to use the cleansing pads 
three times daily. During the period of treat- 
ment in all three studies, no other topical 
medicaments were used. 


Materials. Three separate studies were 
conducted using a number of different medica- 
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ments dispensed in various bases. All of the 
preparations were received under code label 
and the codes were not examined until the 
completion of the study. 

Study No. 1. A vanishing cream base composed of 
mineral oil, aluminum monostearate, methyl paraben, 
propyl paraben, stearyl alcohol, polyglycol stearate, 
glyceryl monostearate, water purified, and propylene 
glycol was used as a medium, for the following 6 
preparations: 

a. Preparation #8091 
monoacetate. 

b. Preparation #8092 contained 0.5% neomycin 
sulfate, 1.5% resorcinol monoacetate, 0.5% hydro- 
cortisone F, and 2.7% sulfur. 

c. Preparation #8093 contained 2.7% sulfur. 

d. Preparation #8094 contained 0.5% 
cortisone F. 


contained 1.5% resorcinol 


hydro- 


e. Preparation #8095 contained only the base as a 
control, 

f. Preparation #8088 contained 0.5% 
sulfate. 

The original preparations, dispensed in metal tubes, 
underwent chemical changes which rendered them 
unfit for use. The major portion of the study was 
conducted with the same preparations dispensed in 
plastic tubes. 


Study No. 2. Using acid mantle cream as a base, 
the following preparations were used: 


neomycin 


a. Preparation #1 contained 4% sulfur. 

b. Preparation #2 contained 0.5% neomycin sulfate. 

c. Preparation #3 contained 1.0% hydrocortisone. 

d. Preparation #4 contained 2% resorcin. 

e; Preparation #5 contained 0.5% neomycin sulfate, 
2% resorcin, 1% hydrocortisone and 4% sulfur. 

f. Preparation #6 contained 0.5% neomycin and 
4%, sulfur. 

g. Preparation #7 contained 1% hydrocortisone and 
4%, sulfur. 


h. Preparation #8 contained the base as a control. 


These preparations were dispensed in glass jars with 
metal caps. 


Study No. 3. Patients in this study were limited to 
the use of special cleansing pad packets without any 
other topical application. Each package contained 50 
packets of cellulose towels impregnated with 3.9 ml. 
of a solution containing hexachlorophene U.S.P. 0.20%, 
allantoin 0.15%, ethyl alcohol 59.55%, deionized water 
39.05% and perfume concentrate 0.10%. In_ this 
initial study controls were not used. 


Results 


The observations drawn from this series of 
studies have been tabulated in a series of 
charts. From study No. 1, detailed informa- 
tion is given in table 1 and summarized in 
table 2. The degree of improvement is de- 
scribed as “marked,” “moderate,” or “none.” 
The charts are based on observations on pa- 


SOUTHERN MEDICAL JOURNAL 


OCTOBER 196] 


tients treated over a period of 2 to 6 months 
with these coded materials. In no instance in 
any of the three studies was involution of 
lesions and absence of symptoms complete. 
Analysis of the degree of improvement was 
based on decrease in sebaceous secretion, 
involution of lesions, and decreased incidence 
of the development of new lesions. Ac. 
ceptability of the preparations by the patient 
and the patient’s well being were also taken 
into consideration in appraising the result 
obtained. In study No. 2 (Table 3), the results 
obtained with the 8 preparations used were 
similar to those obtained with the preparations 
used in study No. 1. To conserve space, a 
detailed table is not included with this report 
and a summary chart has been substituted 
(Table 3). Study No. 3 has only been in 
progress for 4 months. The cleansing pads 
have been used in the treatment of 86 patients 
with various types of acne. The observations 
included in this report are preliminary. 
Double-blind studies using controls will be the 
subject of a future report. 

Study No. 1. (Tables 1 and 2) The prepa- 
ration containing only 0.5% neomycin sulfate 
was used in the treatment of 20 patients. No 
adverse reactions developed due to this medi- 
cation. Patients did not find it to be ob 
jectionable. Ten patients with acne vulgaris 


TABLE 1 
STUDY NO. 1 








Code Degree of Class of Acne 
Number Improvement Moderate Mild 
Marked 1 0 
8088 Moderate 0 2 
None 
Adverse 
Marked 
8091 Moderate 
None 
Adverse 
Marked 
8092 Moderate 
None 
Adverse 
Marked 
8093 Moderate 
None 
Adverse 
Marked 
8094 Moderate 
None 
Adverse 
Marked 
8095 Moderate 
None 
Adverse 
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TABLE 2 
SUMMMARY OF STUDY NO. 1 
Number of Percentage Improved 
eo All Number Improved Number of Total 
Types of Acne Code Number to Any Extent Unimproved Number Treated 
20 8088 10 10 50 % 
24 8091 17 7 70.8% 
$2 8092 21 ll 65.5% 
23 8093 11 12 47.5% 
24 8094 14 10 58.3% 
26 8095 14 12 53.8% 
Key to Code 


8088—0.5% neomycin sulfate 
g091—1.5% resorcinol monoacetate 


8092—0.5% neomycin, 1.5% resorcinol monoacetate, 0.5% hydrocortisone, and 2.7% sulfur 


8093—2.7% sulfur 
8094—0.5% hydrocortisone 
8095—base only 





treated with this preparation showed moder- 
ate to marked improvement, and 16 were 
not benefited. 

The preparation which contained re- 
sorcinol monoacetate was used in the treat- 
ment of 24 patients. Three of these developed 
mild itching and erythema, and 4 patients 
were not benefited. Seventeen patients with 
acne vulgaris were moderately to markedly 
improved in from 2 to 6 months of treatment. 

The preparation containing neomycin 
sulfate, resorcinol monoacetate, hydrocortisone 
and sulfur produced itching and erythema in 
2 patients. Twenty-one patients with acne 
vulgaris were improved after 2 to 6 months of 
treatment with this preparation and 11 were 
not benefited. 

The preparation containing 2.7% sulfur 
was used in the treatment of 23 patients. Five 
persons developed mild erythema and itching 
due to the use of the drug. Eleven patients 
were moderately to markedly improved after 
2 to 6 months of treatment with this prepara- 
tion, and 12 were unimproved. 

The preparation containing 0.5% hydro- 
cortisone produced mild local irritation in 2 
of the 24 patients treated. Fourteen patients 
with acne vulgaris were definitely benefited 
to some extent and 10 were unimproved. 

The base was used as a control in the treat- 
ment of 26 patients, 2 of whom experienced 
some irritation. Fourteen patients with acne 
vulgaris definitely benefited by the use of this 
preparation and 12 were unimproved. Four 
patients with moderate acne showed some im- 
provement and 2 were unimproved. 

The adverse reactions encountered in all 


instances were very mild and difficult to 
interpret. The patients’ complaints were 
rarely supported by objective evidence be- 
cause mild erythema was only observed in 3 
patients treated with the resorcin preparation 
and in 5 patients treated with the sulfur 
preparation. 

Study No. 2. (Table 3) Twenty-three pa- 
tients were treated with preparation No. | 
containing 4% sulfur. Twelve patients were 
moderately to markedly improved and 11] 
were unimproved. Three patients developed 
itching and erythema attributed to the use of 
the medication. 

Preparation No. 2 containing 0.5% neo- 
mycin sulfate was used in the treatment of 24 
patients of which 12 were moderately to 
markedly improved and 12 were unimproved. 
Three patients in this group experienced mild 
irritation from the use of the medicament. 

Preparation No. 3 was used in the treat- 
ment of 21 patients, 11 of whom were im- 
proved and 10 unimproved. No adverse re- 
actions were encountered in this group. 

Preparation No. 4 containing 2% resorcin 
was used in the treatment of 25 patients of 
whom 12 were improved and 13 unimproved. 
Three of these patients experienced mild irri- 
tation from the use of the medicament. 

Preparation No. 5 was used in the treat- 
ment of 23 patients. Twelve of these patients 
were improved, 11 unimproved, and one was 
irritated by the combination. This prepara- 
tion contained neomycin, resorcin, hydro- 
cortisone and sulfur. 

Twenty-three patients were treated with 
preparation No. 6 containing 0.5% neomycin 
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TABLE 3 


SUMMARY OF STUDY NO. 2 








Total Number of 
Cases of All 


Types of Acne Code Number 


23 1 12 
24 2 12 
21 3 11 
25 4 12 
23 5 12 
23 6 12 
24 7 14 
25 8 12 

Key to Code 

1. 4% sulfur 


. 0.5% neomycin sulfate 
. 1.0% hydrocortisone 
. 2.0% resorcin 


om 1S 


0.5% neomycin and 4.0% sulfur 
1.0% hydrocortisone and 4% sulfur 
. Acid mantle cream as a control 


aan 


Number Improved 
to Any Extent 


Percentage Improved 
Number of Total 
Unimproved Number Treated 
ll 52.1% 
2 50 % 
10 52.3% 
13 48 % 
11 52.1% 
ll 52.1% 
10 58.3% 
13 48 % 


- 0.5% neomycin sulfate, 2% resorcin, 1% hydrocortisone, and 4% sulfur 





and 4% sulfur. Twelve of these persons were 
benefited, 11 were unimproved and 2 had 
irritation. 

Preparation No. 7, containing 1% hydro- 
cortisone and 4% sulfur, was used in the treat- 
ment of 24 patients with varying degrees of 
acne vulgaris. Fourteen of these persons were 
benefited, and 10 were unimproved. Two of 
these patients had irritation from the use of 
the medicament. 


Preparation No. 8 which contained acid 
mantle cream as a control was used in the 
treatment of 25 patients. Twelve of these 
patients were benefited and 13 were unim- 
proved. 

Study No. 3. (Table 4) The observations 
recorded in this report concern the effect of 
the special cleansing pads previously de- 
scribed in the treatment of 86 patients with 
varying degrees of acne vulgaris. Seventy-one 
of these patients were moderately to markedly 
improved, 15 were unimproved. In the pa- 
tients who were improved, there was a de- 
crease in the sebaceous secretion, reduction 
in the number of comedones, and a decrease 
in the incidence of the development of new 


TABLE 4 
SUMMARY OF STUDY NO. 3—(CLEANSING PAD STUDY) 








Percentage 
Total Number Number Number Improved of 
of Cases of All Improved to Unim- Total Number 
Types of Acne Any Extent proved Treated 
86 71 15 82.5% 





lesions. The greatest improvement was noted 
in the patients with mild eruptions. 


Comment 


Obviously, before any treatment measures 
are prescribed, the patient must be thoroughly 
examined and the extent and severity of the 
eruption should be classified. Experience has 
proved that therapeutic measures must be in- 
dividually tailored for each patient. Ado- 
lescents need patience, understanding and en- 
couragement. For obvious reasons recourse to 
x-ray therapy should not be the initial step in 
treatment. In view of recent unfavorable pub- 
licity gained by this modality, fractional x-ray 
therapy should not be used until other meas- 
ures have proved to be unsuccessful. 

Pastes, lotions, creams, ointments and s0- 
lutions containing sulfur, resorcin, salicylic 
acid, hexachlorophene, neomycin, and combi- 
nations of these are commercially available 
for the topical therapy of acne vulgaris. The 
most popular common ingredient of all these 
preparations is sulfur. Preparations contain- 
ing hydrocortisone in combination with sulfur, 
resorcin and neomycin are claimed to be espe- 
cially effective on topical application. 

The use of sulfur in acne therapy was re- 
corded in 1852,1 and Bulkley initiated the 
use of lotio alba in 1870.2 Numerous investi- 
gators have reported on the effect on the skin 
of topically applied sulfur. Among the im- 
portant publications are the observations on 
the keratolytic effect,? production of hydrogen 








1961 


10ted 


sures 
ighly 
f the 
e has 
ye in- 
Ado- 
d en- 
rse to 
ep in 
pub- 
X-Tay 
meas- 


d so- 
icylic 
ombi- 
lable 

The 
these 
itain- 
ulfur, 


espe- 


as re- 
1 the 
vesti- 
> skin 
e im- 
ns on 


rogen 





VOLUME 54 


sulfide by the action of sulfur on the skin,*5 
absorption of sulfur and hydrogen sulfide 
through the skin,®* and the recent absorption 
studies using radioactive tagged sulfur.® 

The topical therapy of acne does not pro- 
duce dramatic improvement. The patients in- 
cluded in this study were treated for periods 
of 2 to 6 months and in no instance was com- 
plete involution of lesions observed. The 
words “marked improvement” indicated a 
marked decrease in sebaceous secretion, some 
involution of lesions and a feeling of general 
well being. “Moderate improvement” indi- 
cates improvement which is not as striking as 
that listed in the first category. The results 
of this study indicate that the general meas- 
ures employed, including dietary restrictions, 
improved hygiene, and encouragement, play a 
greater role in producing a satisfactory result 
than the topical applications used. The in- 
corporation of hydrocortisone in any acne 
lotion or cream may produce involution of 
any concomitant seborrheic dermatitis, coun- 
teract the irritating effect of sulfur or re- 
sorcin but has no other beneficial effect on 
the acne lesions. 

Sulfur is incorporated into acne prepa- 
rations for its keratolytic action, drying effect 
and antibacterial activity. It has no curative 
value. The incidence of adverse reaction due 
to the local application of sulfur in any form 
is relatively high. The only value of re- 


sorcin lies in its keratolytic action. This drug . 


also has a high sensitizing potential. In view 
of the results obtained in this study with the 
placebo preparations, it is probable that local 
therapy of acne with preparations containing 
sulfur, resorcin, or combinations of these may 
not have the therapeutic value attributed to 
them in the past. 


The preliminary study with the cleansing 
pads indicates that this method of treatment 
definitely has merit. A careful survey of the 
patients treated over a period of 2 to 6 weeks 
indicates that the product has great accept- 
ability, is pleasant to use, is convenient and 
is effective. The product has an exceptionally 
low incidence of adverse reactions. A more 
detailed study using the double-blind technic 
with code labeled preparations, controls, and 
other combinations of materials is in progress 
at this time. 


A summary of the findings in this study 
indicates that of the series of patients on the 
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12 therapeutic modalities (exclusive of the 
cleansing pads), 55% showed improvement, 
whereas 51% of the patients treated with the 
two placebos improved. The observed dif- 
ferences probably arise from random sampling 
error. It is difficult to determine how closely 
patients adhered to the dietary restrictions 
and hygienic measures, however, in such a 
large series of patients the rate of adherence 
was probably the same. It is logical to assume 
that the regularity of local application of 
medication was the same for all groups. Since 
the results of topical therapy with the modali- 
ties were relatively equal, and the placebo 
has the same therapeutic efficacy observed 
with the preparations containing active medi- 
cations, it must be assumed that any improve- 
ment observed may be attributed to the diet, 
improved hygiene, and the interest in the pa- 
tient manifested by the physician. 

From the results observed with the cleansing 
pad study, it must be concluded that this is a 
superior method of local therapy for acne. 
Statistically, it is far superior to any other 
medicament used. It is possible that this sig- 
nificant degree of superiority may be at- 
tributed to the fact that the pads are small, 
easy to use, cleansing, have a pleasant odor, 
and leave no unpleasant residue. 


Conclusions 


1. The topical therapy of acne does not 
produce dramatic improvement. 

2. The general measures employed, in- 
cluding dietary restrictions, improved hygiene 
and encouragement, play a greater role in pro- 
ducing good results than topical applications 
used. 

3. Incorporation of hydrocortisone in any 
acne lotion or cream is probably not indi- 
cated unless the patient has concomitant 
seborrheic dermatitis or is irritated by topical- 
ly applied medicaments. 

4. Lotions, creams, or pastes containing 
sulfur, resorcin or a combination of the two 
are no more effective than the bases employed. 

5. The cleansing pad technic reported in 
this study has virtue. 
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Discussion (Abstract) 


Dr. Joseph B. Grindon, St. Louis. Mo. Dr. Robin- 
son’s title is the topical treatment of acne vulgaris. The 
word topical means pertaining to a particular area or 
local. 


Local treatment of acne should have two basic aims. 
The one is the removal of plugs from hair follicles 
and comedones, the second is antisepsis of the involved 
areas. Accomplishment of any antiseborrheic result, 
by the use of local applications alone, is in my opinion, 
very questionable. 

The first objective, the removal of plugs from hair 
follicles which consist of keratinized epidermis and 
comedones, may best be accomplished by the following 
methods: (1) thorough scrubbing with a rough wash 
cloth; (2) the use of ultraviolet therapy in peeling 


SOUTHERN MEDICAL JOURNAL 





OCTOBER 196} 


doses; (3) degreasors to loosen the plugs in sebaceous 
ducts and comedones; (4) expression mechanically, 
which should be done by the attending physician only; 
(5) the use of keratolytic drugs, such as sulphur and 
salicylic acid combinations; (6) the use of cryotherapy 
alone or in combination with sulphur; and lastly, (7) 
perhaps by the use of very superficial dermabrasion, 

Methods for obtaining the second objective, that is, 
antisepsis, include thorough scrubbing, the use of 
hexachlorophene in combination with soaps, the use 
of rubbing alcohol, and the application of antibiotics 
in some greaseless base or lotion. 


As previously stated, I seriously doubt that any local 
applications will decrease the formation of sebum by 
the sebaceous glands. X-ray and certain internal 
therapy can do so. 

Dr. Robinson’s statistics bear out the aforesaid re. 
marks, that is, he states that medicaments alone 
resulted in approximately 55% improvement, whereas 
the use of pads which implies thorough washing of 
the skin resulted in 82.5% improvement. This is a 
differential of approximately 28% better results with 
the use of the pads alone, as against the use of medica- 
ments alone. 


In conclusion, I definitely believe there is a place 
for psychotherapy, and no doubt “tincture of time” is 
a definite factor in the outcome of all cases of acne. 

It has been a real pleasure and honor to have been 
permitted to open the discussion of Dr. Robinson’s 
most interesting paper. 
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The Role of Fantasy in Adolescent 


Medicine: 


IRVIN A. KRAFT, M.D.,+ Houston, Tex. 


The background for psychomatic complaints in the adolescent patient can often be identified 
through an analysis of the fantasies of the youngster. Dependent upon the defenses, one 
may arrive at a diagnosis of a psychosis as against a psychoneurosis. 


DuRING TREATMENT Of adolescents one can 
uncover much unconscious material. This 
occurs as fantasies which may touch off the 
explosive nature of the pressures of everyday 
living reacting with the biologic changes of 
adolescence. 

A fantasy is a worded idea in which is 
embedded an impulse usually unacceptable 
to the individual. The fantasy itself is vague, 
amorphous, and upsetting; it is usually trans- 
lated into more acceptable form by the 
mechanisms of the mind. The adolescent ver- 
balizes these poorly. He does not suspect their 
presence, since they are primarily unconscious. 


Some fantasies are daydreams, involving 
heroes, wealth, cars or the other sex. These 
are more readily accessible to introspection 
and conscious manipulation. 


A child observes human interactions and 
functions, trying to understand them as best 
he can within the limitations of his mental 
development. The child gradually builds de- 
fenses for his fantasies by thoughts and ac- 
tions. Buried, they await a resurgence in the 
turmoil of adolescence. In their primitive 
form they are bizarre; as concomitants and 
determinants of physical symptoms they are 
well disguised. 


The charts opposite, diagram this concept. 
The fantasies are many in number, vary in 
quality, and have many distortions. 

The second diagram is a simplified version 
of how a fantasy of destructive power is con- 
verted by way of a socially acceptable, adoles- 
cent complaint about parents to the physical 
symptom of headaches. 


——e 


*Read before the Section on Neurology and Psychiatry, South- 
ern Medical Association, Fifty-Fourth Annual Meeting, St. Louis, 
Mo., Oct. 31-Nov. 3, 1960. 


‘iFrom the Child Study Clinic, Houston State Psychiatric In- 
stitute, and the Department of Psychiatry and Pediatrics, Bay- 


lor University College of Medicine, Texas Medical Center, 
Houston, Tex. 
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The more potent, long-standing, and _ pri- 
mary fantasies stir psychologic and somatic 
symptoms. For example, a fantasy that to 
touch one’s self is unclean can produce a com- 
pulsion to be overly neat. This behavior keeps 
one’s thoughts and body immaculate and pre- 
vents awareness of the impulse. Lucy, a 14 
year old girl with a long history of eczema 
and neurodermatitis, took three baths a day 
and constantly tidied up her room. In her 
fantasies she feared her skin revealed her 
hostile thoughts of her mother. She not only 
punished it with soap and water, but tried to 
scrub off those angry (bad) thoughts. Here 
we see physical and psychologic levels of 


symptoms. 
Diagram No. | 

PRESENTING SYMPTOMS 
SUPERFICIAL PROBLEMS 

+ 

DEFENSES 
‘i 
“PHYSIOLOGICAL” FANTASIES 


t 
PRIMORDIAL FANTASIES 


Diagram No. 2 
HEADACHES 


Conscious ‘My parents don’t understand me!” 





“I can’t think that way it is horrible! 
Instead, I see now that they just don’t 
want to give me my due.” 


Unconscious “I am so angry with my parents for not 
letting me do what I want, I could kill 
them.” 


“If something frustrates or interferes 
with me, I'll destroy it.” 
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The physician uses certain physical and 
laboratory tests to understand the adolescent’s 
problem. He can also explore the patient’s 
fantasies in an effort to understand his think- 
ing. 

Diagnosis 

The first step is for the physician to be at 
ease. If the physician discovers that an adoles- 
cent annoys him or that he cannot find 
enough time for him, the adolescent will sense 
the discomfort of the doctor and react to it 
with hostility, aggression or withdrawal. It 
will be wise to send the youth to another 
doctor. 


Next, one should set a comfortable stage 
for the patient. As in the psychiatric setting, 
privacy is important. Uninterrupted attention 
to the presenting story with adequate time 
for its unfolding is immeasurably important. 
The teen-ager is assured by word and action 
of complete and judicious confidence. The 
physician who believes the adolescent has a 
place in the world, who is willing to hear 
him out, and who is able to give all issues a 
hearing, makes a fine doctor for the adoles- 
cent. 

The basic aim of the diagnostic procedure 
is to elicit information which will enable the 
interviewer to identify the physiologic fan- 
tasies. The practitioner should assume that 
any symptoms will have the shadow of fan- 
tasies contiguous to them. As the data emerge, 
their fantasy connections can be visualized as 
keys to the diagnosis. Descriptively the adoles- 
cent may appear schizophrenic at one point 
and a short time later seem quite normal for 
his age. The wide swings lead one jestingly 
to call this stage of development “normal 
schizophrenia.” Almost any psychiatric diag- 
nosis in the adolescent is subject to change 
later on. The nonpsychiatric physician should 
not make more than broad guesses, consider- 
ing mainly the categories of psychosis, neu- 
rosis, and adolescent maladjustments. 

If the fantasy material is almost primitive, 
if its naked form emerges, psychosis is a strong 
likelihood. If defenses are overemphasized 
psychoneurosis is most likely. If the super- 
ficial problems and somatic concerns are 
presented without either the defenses or fan- 
tasies being readily seen, there is probably a 
maladjustment of adolescence. Conversely, in 
the transient situational upsets of adolescents, 
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the connections of fantasies to symptoms are 
often tenuous and are not pertinent to diag. 
nosis and treatment. 


Inasmuch as gastrointestinal symptoms are 
very frequent, the case of John, a 15 year old 
bright lad, is illustrative. He came to the 
family physician because of “gas on his stom- 
ach” and poor appetite. History and physical 
examination failed to reveal any specific dis. 
ease and complete gastrointestinal x-ray studies 
were found to be negative. He was referred 
when he continued to tell of gas emitting 
from his intestines. When closely questioned 
in the initial interview, he readily spoke of 
his fantasy: he was rotting away inside, the 
debris turned to gas; this gas was pouring 
out malodorously from his mouth, nose, rec- 
tum, and skin pores. Here the fantasy was 
bare, obvious, and almost undefended in a 
somatic delusion. The diagnosis was schizo- 
phrenia. 

Another adolescent sought help from her 
family physician for abdominal cramps, 
nausea, and poor appetite. At the time of 
psychiatric consultation she had many com- 
pulsive traits and rituals, including a refusal 
to use the restrooms at school. She kept her 
school clothes in a separate closet whose 
door she would open only if she covered the 
knob with a facial tissue. Her underlying 
coital and pregnancy fantasies were well 
covered and defended, but at the expense of 
daily living. Her diagnosis was_psycho- 
neurosis. 

Technics of Exploration 


In each of these cases, cautious questioning 
and careful listening elicited the fantasy and 
its defenses. In the first case described above, 
the physician asked: ‘““This gas seems to upset 
you a lot. Tell me what you think it is.” And, 
after the patient’s response, “I see. And where 
does this gas come from?” Then the key ques- 
tion, “What does it mean to you?” After 
gently exploring the presenting symptom in 
a vague, open-ended, patient-oriented way, 
the doctor asks for its meaning to the patient, 
whose fantasy adumbrates the symptom with 
special significance for him. The adolescent 
girl, described above, might be queried in this 
sequence. “Tell me more about the rest- 
rooms at school. . . . What things about them 
bother you the most? . . . Do they remind you 
of anything? . . . How do you feel about the 
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clothes you wear to school? . . . You have 
thought a lot about this, so, tell me how do 
you figure it out? What do these rituals mean 
to you?” 

Sally, an attractive 15 year old girl, was 
obviously unhappy and tearfully described 
herself as maladjusted. She felt she had no 
girl friends, no dates, and no self-esteem. She 
told her parents she wanted to consult a 
doctor about her acne, but as soon as she 
entered his office she poured out her social 
deficits. After several discussions with Sally, 
the doctor recognized that her fantasy of un- 
worthiness was inconsistent with her successes 
in school and her sociability in church youth 
activities. He noted her lack of exaggerated 
defenses. He interviewed the parents and 
found that the mother was unable to grant 
Sally popularity and other successes. She 
harped on the acne, belittled every achieve- 
ment, and set impossible goals for Sally, who 
resorted to physical and social symptoms in 
response to this pressure. 

Whenever it is feasible, the physician 
takes ihe patient’s side unobtrusively in his 
concerns about authority symbols and figures. 
“I guess your parents give you a hard time 
about that.” “Sometimes grown-ups just don’t 
understand or don’t seem even to try.” This 
does not mean a sell-out of the adult world 
to the patient, but it indicates a sense of 
understanding that he looks for. The doctor 
can later reinforce the dicta and needs of 
society. 

As the patient talks about the presenting 
problem or its side issues, the doctor listens 
with a “third ear” to detect the word patterns, 
thought configurations, and the emotional 
by-play of face and body. These can indicate 
fissures and leaks through which the fantasies 
might erupt. Frequent denial of a behavior 
pattern, even when being questioned about 
it, indicates the strength of the repressed im- 
pulse and fantasy. The physician can interro- 
gate the patient gently to check on such a 
possible crevice: “You’ve mentioned several 
times that you don’t really care if you aren’t 
popular. Tell me more of your thoughts 
about why you seem to lack friends.” If he 
hints that everyone is against him, this can 
be the defense of a real paranoid fantasy, such 
as “I can’t trust anyone. They think I’m 
queer!” It might be nothing more than his 
feelings of rejection. He can be asked, 
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“Against you? How do you know this?” The 
patient will show his grasp of reality to be 
firm by acknowledging that it is not everyone 
and everything. 

Even during the physical examination, one 
can probe gently with further questions. For 
example, “Have you had any special thoughts 
about any part of your body? Your skin? 
Your breasts? Do they seem all right to you?” 
So much of the adolescent’s life is skin- 
oriented that one should be alert to com- 
ments about the skin. It can serve, for 
example, as a target for fantasies of worth- 
lessness (“I guess I deserve these pimples!’’) 
and reference (“Everyone stares at me!”). 

Jim’s parents worried about him. “We 
wonder what he does when he stays alone so 
much. He goes off to his room for hours at a 
time. He seems lost to us.” The boy de- 
scribes his thoughts, “I just seem to drift off 
in daydreams. . . . Yes, girls seem to come and 
go a lot in them. ... What am I doing? Well, 
uh, I sort of undress them and... well, I 
try....” The physician skillfully brought up 
the boy’s concerns of potency, his mastur- 
bation, and subsequent guilt feelings. He 
realized the lad was well defended against the 
deep fantasies (sexual feelings toward mother) 
and considered this an incident in the de- 
velopmental pattern of the youth. 


The adolescent who wants information 
about sexual matters bases his questions on 
fantasy protrusion and possible defenses 
against it. The boy may want reassurance 
that masturbation has not drained his spine 
of strength. The girl may manifest tension 
arising from a fantasy of sexual availability 
and pregnancy. The former needs a scientific 
description of anatomy and reassurance about 
his activity and its fantasy. The girl requires 
more extensive counseling and guidance to 
explore her intense feelings. 


Summary 


This paper has attempted to show the re- 
lationship between an adolescent’s complaints 
(symptoms) to his thoughts (fantasies). An 
understanding of the fantasy as a physiologic 
by-product of emotional growth can be the 
core about which to cluster devices for the 
diagnosis and treatment of the adolescent pa- 
tient. A knowledge and respect for fantasies 
can lead to their skillful and productive utili- 
zation in medical practice. 








1114 


Discussion (Abstract) 


Dr. Margaret C.-L. Gildea, St. Louis, Mo. 1 would 
think there could hardly be a doctor among us who 
has not at one time or another felt baffled in con- 
fronting an enigmatic adolescent. The creatures are 
like the hermit crab, who seek out a limestone pro- 
tective shell, because inside they feel so vulnerable, 
plastic and unsupported. 


Dr. Kraft has presented the meaning, the content 
and the influences of the fantasy life of these young- 
sters with insight and sympathy. His presentation of 
the way in which a symptom, like headaches, may ap- 
pear as the conscious manifestation of unacceptable 
unconscious fantasies, (in this case fantasies of ag- 
gression against the parents) is a lucid delineation of 
the use a symptom may be put to, not only in ado- 
lescents. I have a clear memory of a 35 year old 
spinster, who was incapacitated by headaches, since 
adolescence, and who in the course of psychotherapy 
remembered the 13 year old period when she really 
chose headaches in preference to sexual fantasies. 


The decision as to what seriousness of category the 
illness of a particular adolescent patient belongs is 
often necessary for purposes of disposition and treat- 
ment, but is sometimes quite difficult to make. If 
one can uncover the nature of the fantasies, from the 
primitive ones, with loss of reality contact, to the 
completely normal Walter Mitty or Dreams of Glory 
type of fantasy, one has a lot to go on. But it is not 
always easy to uncover these fantasies, because it 
takes a lot of time and confidence-building even to 
get the slightest bit of confidential information out 
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of these easily-shamed and reticent young people. 

I have always found it helpful to look at the ex. 
ternal situations with a hard view first, and make a 
preliminary judgment based on what I find in the 
environment. 

Since the three goals of adolescence are: 

(1) To free himself from his family. Is he succeed. 
ing? Will his family let him go? Does he have enough 
self-confidence to walk away from his family into the 
formidable outside world? 

(2) To establish heterosexual interest. Will his 
family let him? Does he have the self-confidence to 
keep on trying? Is he so overwhelmed with guilt or 
shame or fear that he shies away from social life? 

(3) To establish realistic vocational goals. Does 
he have the sense of purpose in school? Does he 
know where he’s going, and feel able to get there? 
Is the school satisfied with his accomplishments? 


Then if he is failing in any of these areas ask our- 
selves the question, “Why is he doing so?” The under- 
standing of the quality and quantity of his fantasy 
life will help one to understand and illuminate the 
nature of his problem. 


I like very much Dr. Kraft’s suggestions for man- 
agement of these problems. In general, he suggests 
supporting the child, reinforcing him, and inflating 
him. Don’t be a head-shrinker for the adolescent— 
perhaps for the adult, yes—but not for the child. 

Of course, taking the child’s side may mean coming 
into conflict with home or school or society. None- 
theless it is what the adolescent particularly needs,— 
to feel understood, and valued. 
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Glaucoma Family Study: one Year Follow-Up’ 


ALLAN E. KOLKER, M.D., and ROBERT A. MOSES, M.D.,t+ St. Louis, Mo. 


The authors demonstrate the familial tendency to the development of glaucoma. They emphasize 
the spontaneous improvement in intraocular tension which may occur in the early stage and 
advise re-examination periodically, especially in those with a family background of the disease. 


BeTwEEN NOVEMBER 1958 and August 1959, 
Becker, Kolker and Roth! studied 110 close 
relatives (parents, siblings and children) of 
glaucoma patients. These relatives were from 
families in which there were at least two 
known cases of open angle glaucoma. The rela- 
tives were subjected to visual field, ophthal- 
moscopic, tonometric, tonographic and gonio- 
scopic studies. Six of this group of 110 persons 
were found to have intraocular pressures of 30 
mm. Hg. or greater, and assorted other find- 
ings, and were classified as having glaucoma. 
Various findings, such as intraocular pressure 
and facility of outflow indicated that the 
group as a whole varied from the normal pop- 
ulation, but a striking finding was that ton- 
ography following the drinking of water 
showed 31% of the group to have the ratio 
Po/C greater than 100. (This figure differs 
from the originally reported 40% because the 
distribution of Po/C in the normal popula- 
tion was restudied and new 2c and 3c limits 
were established.” 


The criteria used for classification of the 
results of the various tests are summarized in 
table 1. Details of the test technics are given 
in the initial article. The criteria for tonom- 
etry and tonography are based on the distribu- 
tion of the values for these tests in the normal 
population. Thus a test result within two 
standard deviations from the normal mean 
was considered to be a normal finding; a re- 
sult between two and three standard devia- 
tions from the normal mean was considered 
suspect, and a result further from the normal 


———— 


*Read before the Section on Ophthalmology and Otolaryn- 
gology, Southern Medical Association, Fifty-Fourth Annual 
Meeting, St. Louis, Mo., Oct. 31-Nov. 3, 1960. 


tFrom the Department of Ophthalmology and the Oscar 


Johnson Institute, Washington University School of Medicine, 
St. Louis, Mo. 


This investigation was supported in part under a grant to 
Washington University School of Medicine made by the Alfred 
P. Sloan Foundation, Inc. The grant was made upon recom- 
mendation of the Council for Research in Glaucoma and Allied 

lseases. Neither the Foundation nor the Council assumes any 
Tesponsibility for the published findings of this study. 


mean than three standard deviations was 
labeled abnormal. 


The present study is a one year follow-up of 
this group. Of the original 110 persons, the 6 
patients with overt glaucoma had been re- 
ferred to their private ophthalmologists for 
treatment, 16 could not be followed for one 
reason or another, and 88 successfully com- 
pleted their one year examination. 


Of these 88 persons one was found to have 
unquestionable glaucoma. Again 30% of the 
group was found to have a response to the 
tonography test after drinking water charac- 
teristic of a glaucoma population.* However, 
the composition of this 30% was somewhat 
different from the original group of persons 
who reacted in this fashion on the previous 
occasion. Several of those who had normal 
water provocative tests on the first examina- 
tion showed abnormal responses on the sec- 
ond, while several abnormals reverted to 
normal. 


The results are summarized in table 2. Per- 
centages have been adjusted to allow for those 
in whom the diagnosis of glaucoma was made 
on the first examination and who were dis- 
missed from the study for this reason. Also, it 
was assumed that those who did return for the 
one year examination represented a random 
sample of the group. 


Comment 


Two things are very apparent from the re- 
sults of the first year follow-up of the close 
relatives of glaucoma patients: (1) the striking 
number of findings of a suspicious or abnor- 
mal nature in this glaucoma family popula- 
tion; and (2) the fact that a given eye may vary 
in its findings. 

That the prevalence of unusual findings 
among the relatives of glaucoma patients is 
great was emphasized in the previous report. 
If two examinations are considered rather 
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VALUES USED FOR CLASSIFICATION OF TEST RESULTS 
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Procedure or Test 
Pressure (Po) 

(Schigtz or Applanation) 
Outflow facility 
Po/C 
Increase in Po with water 
Gonioscopy 
Disks 


Visual field 


Normal 
<22 mm. Hg. 


>0.18 

<100 

<7 mm. Hg. 
Grade 3 or 4 


Small physiological or 
no cupping 


No enlargement of the 
blind spot in one di- 

rection of 15° as meas- 
ured from the fixation 


Suspect 
22-24 mm. Hg. 


0.18-0.13 
101-138 

7-9 mm. Hg. 
Grade 2 


Slight to moderate cup 
with or without nasal 
displacement of vessels 


Enlargement of the 
blind spot of 15°-30° 


Abnormal 
>24 mm. Hg. 


<0.13 

>138 

>9 mm. Hg. 
Grade 1 to closed 

Moderate to severe 

cupping with pallor 

and nasal displace- 

ment of vessels 


Enlargement of the 
blind spot of >30° 





point 





than one, the number of suspect eyes is ma- 
terially increased. 


The variation in findings from one exami- 
nation to the next is important indeed. Part of 
this variation may lie in our testing technics, 
but we know from clinical practice that some 
glaucoma patients show great instability in 
their ocular condition. For some years it has 
been conjectured that early in the disease 
some parts of the glaucoma complex may be 
variable processes. That is, it may be that an 
eye might develop a pressure sufficient to 
damage its optic nerve and then revert to nor- 
mal pressure, yielding a case of “soft glau- 
coma.” 

The chnical importance of this report is: 
(1) Where there is a family history of glau- 
coma the doctor must be very careful in the 
evaluation of the patient. The patient may 


TABLE 2 


PREVALENCE OF TONOGRAPHIC FINDINGS IN EYES OF 
GLAUCOMA FAMILIES ONE YEAR FOLLOW-UP 








Finding Initial 1 Year Cumulative* 
(M+2q) 

Po>21 15% 13% 19% 
C<0.18 25% 21% 30% 
Po/C > 100 22% 17% 24% 
After H2O 

Po/C > 100 31% 30% 40% 





*Indicated finding on either one or both examinations. 





stand not only the average chance for the pop- 
ulation as a whole of developing clinical glau- 
coma, but a much higher chance of its devel- 
opment. (2) There is evidence accumulating 
that some parts of the glaucoma picture in its 
early stages may be variable. Thus, a patient 
who has demonstrated an abnormal finding 
on one occasion and shows the same test to be 
in the normal range on a second occasion, 
should be followed closely since the process 
might reverse itself yet again. Conversely, as 
everyone knows, normal findings on one occa- 
sion do not dismiss the possibility of develop- 
ment of disease at a later time. 


If the family group behaves in the manner 
predicted from studies of the heredity of glau- 
coma, some 40% of these people will eventu- 
ally develop glaucoma (based on a dominant 
inheritance with 80% penetrance). At the 
present time, as a result of two examinations, 
we have detected pressure-outflow abnormali- 
ties in 40% of our group. A continuation of 
the follow-up of this group in the years to 
come will be necessary to determine if this is 
the group that eventually develops glaucoma. 
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Flexor Tendon Grafting: 


F. X. PALETTA, M.D.,t St. Louis, Mo. 


The author sets the circumstances for successful repair of tendons in injury to 
the distal portion of the palm and the proximal phalanx. 


PRIMARY REPAIR Of flexor tendons in the distal 
portion of the palm of the hand and proximal 
phalanx of the finger (so-called “No Man's 
Land” by Bunnell) frequently results in fail- 
ure. Phalangeal and metacarpal fractures in 
the crushed hand delay the repair of divided 
flexor tendons. Successful management of any 
hand injury requires careful inventory of the 
individual structures disrupted and their re- 
pair must follow the fundamental principles 
of hand surgery well established by Allen 
Kanavel, Leo Mayer and Sumner Koch, who 
preceded Sterling Bunnell. 

Insertion of flexor tendon grafts to restore 
the loss of flexion to the interphalangeal joint 
requires that certain criteria be met. They are 
the following: there must be mobility of the 
interphalangeal joints, the skin of the finger 
should be soft and pliable and nerve sensa- 
tion should be present. 

A finger that is severely damaged with 
resultant stiffness of small joints and has no 
nerve sensation is probably best amputated. 
However, in the hand when several fingers 
have been injured, restoration of partial func- 
tion to some of the fingers, increasing the 
total over-all efficiency of the hand is well 
justified. 

It is generally accepted that ideally second- 
ary repair of deep flexor tendons by tendon 
graft be performed 4 to 6 weeks following 
the injury. This allows for complete wound 
healing, subsidence of edema, the muscles of 
the retracted tendons have not lost their re- 
siliency, and fibrous tendon sheaths are not 
collapsed. The source of tendon grafts are 
the palmaris longus, the long extensors of 
the middle three toes, the propri extensors of 
the hand, the plantaris, and the flexor digitor- 
um sublimis.? 

*Read before the Section on Surgery, Southern Medical 
Association, Fifty-Fourth Annual Meeting, St. Louis, Mo., 
Oct. $1-Nov. 3, 1960. 


wm the Department of Surgery, Section in Plastic 
me St. Louis University School of Medicine, St. Louis, 


Case Presentation 


Case 1. A high school student, 17 years of age, 
was seen 10 days following a laceration across the 
palmar surface of the proximal phalanx. He was 
unable to flex the ring finger (Fig. 1, A). Five weeks 
following the date of injury, a flexor tendon graft 
was inserted using the palmaris longus tendon. 

In a bloodless field, using a pneumatic tourniquet, 
a laterial incision was made on the ulnar side. Both 
flexor tendons were resected in the finger, leaving a 
small stump at their points of insertion. Palmaris 
longus tendon was removed with paratenon by mul- 
tiple incisions in the forearm. It was sutured with 
5-0 silk to small stump at the distal phalanx. Por- 
tions of the flexor sheath were used as pulleys and 
the proximal portion of the tendon graft was sutured 
to flexor digitorum profundus tendon in the palm 
of the hand. The hand and forearm was splinted for 
3 weeks in plaster cast. Figure 1, B demonstrates 
the flexion power in the ring finger 3 months follow- 
ing tendon grafting. He was able to flex the tip of 
the finger to meet the palm of the hand (Fig. 1, C). 

Case 2. A 12 year old boy had an electric burn 
of the index finger following his contact with high 
tension wires (Fig. 2, A). Examination revealed 
necrosis of the skin and flexor tendons. 

Debridement of all necrotic skin, flexor tendons and 
tendon sheath was done. An abdominal pedicle flap 
was applied to resurface the finger. Three months 
after the injury, a flexor tendon graft was inserted, 
using palmaris longus tendon. The same technic 
described in previous case was used. He developed 
very good flexion of the finger. Photographs taken 
3 months after the tendon grafting procedure demon- 
strates the flexion power of the index finger (Fig. 
2, B and C). 


Discussion 


Boyes* has emphasized that the end re- 
sults of flexor tendon grafting must take into 
consideration the preoperative presence of scar 
tissue, stiff joints or atrophic changes from 
nerve damage. Ninety per cent of his cases 
in the “good” group had flexion to within one 
inch of the distal crease. He pointed out that 
in these cases 50% had no joint stiffness and 
25% had no scar tissue preoperatively. 

It is imperative that reconstructive hand 
surgery be done in a bloodless field, incision 
for exposure be properly placed, and meticu- 
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(A) Loss of flexion in ring finger following laceration of 
both flexor tendons in the proximal phalangeal area. (B) 
Flexion of ring finger 3 months following tendon grafting. 
(C) Patient making a fist 3 months following tendon 
grafting. 


lous application of the tendon graft at its 
points of insertion. The results using silk or 
wire are equally as good. 

Reconstruction of tunnels using fibrous 
tendon sheath in the finger can be done when 
the tendon graft is inserted within 6 weeks 
following the injury. Brand* does not re- 
construct tunnels in heavily fibrosed fingers. 
He has the patients wear a ring and at a later 
date inserts a circular fascial band through 
small incisions along the sides of the finger. 

Proper splinting postoperatively for a period 


of 3 weeks is advisable. Earlier motion than 
this period of time has been demonstrated by 
Allen® to be harmful, with the develop- 
ment of edema, separation and_ increased 
scar tissue. Passive joint exercises are allowed 
during the fourth week, and then followed 
by physiotherapeutic measures at home. Pa- 
tients must be interested in accomplishing 


FIG. 2 


CG 





(A) Electric burn of index finger with necrosis of skin and 
flexor tendons. (B) Flexion of the index finger following 
flexor tendon grafting in resurfaced finger with pedicle flap. 
(C) Patient making a fist 3 months following flexor tendon 
grafting. 
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than good finger flexion and demonstrate this by they fall short of full tendon function. In 
dl by persistent active exercise. fact, many of the most useful results of our 
elop- Flexor tendons should not be repaired in surgery fall into this category. 
eased the digital sheath of the finger except in We have mentioned the pioneers of hand 
owed ideal circumstances when the profundus ten- surgery in the United States, and would like 
owed don alone is repaired with decompression of to add those from abroad who have made 

Pa- the fibrous sheath at the site of union as fine contributions such as Pulvertaft in Eng- 
shing described by Mason. The sublimis tendon land, Moberg in Sweden, Verdan in Switzer- 
may be left intact if not previously injured. land, and Ranks and Wakefield in Australia. 

If the sublimis tendon is resected fixation of 

s : ieieieiiiiie he eal Summary 

the small stump by suturing is advisable to 
prevent recurvatum deformity. Fixation also The criteria of operability in flexor tendon 
prevents the free end from attaching to the grafting is discussed. Various phases of sur- 
tendon graft, limiting its motion. Although gical technic are emphasized. Two cases of 
there is some controversy as to the usefulness flexor tendon grafting in the finger are pre- 
of paratenon, we prefer to use grafts with sented, demonstrating fundamental surgical 
paratenon intact. The length of the tendon principles of repair. 

graft is determined by the length necessary ee 

to hold the finger in a neutral position with 

a flexor tone equal to the normal finger. 6 OS eS aes eee, 

Although results of tendon grafting are . ou, oS oo et See 
good in the single clean-cut incised wound * Foes fie en ae ae 

. help ener tA tee oy ae 

pointed out the importance of tendon grafting ara ~ 

in association with other procedures to restore # egg aly & Obst. 70:39, 1940, ti — sme 

useful range of active flexion even though . Le le eee ee ee, 8 
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Correlative Study of Pathologic and 
Cytologic Specimens in Carcinoma 
In Situ of the Cervix 


JOHN T. GODWIN, M.D., PYRRHA GRODMAN, M_.D., and 


MIRIAM SMILEY, Atlanta, Ga. 


The study again emphasizes the value of cytologic studies in the diagnosis of cancer of the cervix. 
It also points up the place of biopsy and conization for definitive diagnosis and prognosis. 


THE PURPOSE OF THIS PAPER is to present the 
results of a correlative study of pathologic and 
cytologic specimens in carcinoma in situ of the 
cervix. 


Materials and Methods 


The material for this study has been ob- 
tained from inpatients and outpatients of a 
300 bed private hospital in a metropolitan 
area of one million people. The population 
included in this study encompasses all eco- 
nomic levels. Except for a small number of 
patients, all were white. 

Physicians performing the clinical work in- 
clude general surgeons and gynecologists with 
varied backgrounds of training. 

The pathologic and cytologic material has 
been examined by two individuals respec- 
tively (J.T.G. and M.S.), during the period 
of study. All material has been examined ac- 
cording to a standard procedure instituted in 
1955. 

Quadrant or multiple cervical biopsy speci- 
mens have been sectioned as thinly as pos- 
sible to yield the greatest number of sections. 
One or more microscopic sections were pre- 
pared from each block. The total number of 
sections varied with the number of specimens 
submitted by the clinician. 


Conization specimens were opened, flat- 





*Chairman’s Address, read before the Section on Pathology, 
Southern Medical Association, Fifty-Fourth Annual Meeting, 
St. Louis, Mo., Oct. 31-Nov. 3, 1960. 

+From the Department of Pathology, St. Joseph’s Infirmary, 
Atlanta, Ga. 

Dr. Grodman worked on this project as Fellow, American 
Cancer Society, 1959-1960; Miriam Smiley, Chief Cytotech- 
nologist, is presently Instructor Public Health Service Commu- 
nity Cancer Demonstration Project. T 1101A60. 

Figures prepared by Photographic Department, Georgia 
Institute of Technology. 


tened, and blocked serially as thinly as pos- 
sible. The conization specimens varied as to 
size and occasionally were in several pieces, 
but generally were delivered as a single cone- 
shaped tissue. 

Topographic mapping was done in some 
specimens. At least one microscopic section, 
oftentimes more, was prepared from each 
block. 

Specimens from hysterectomy and trachelec- 
tomy were fixed in formalin. The distal 2 to 
2.5 cm. of cervix was removed, bisected into 
anterior and posterior halves, and each half 
blocked serially. The endocervix then was re- 
moved at the level of the internal os, trimmed, 
and blocked serially (Fig. 1). A section was 
taken of the corpus. At least one microscopic 
section was prepared from each block for 
study. 


Cytologic Studies 


In 1957 a cytologic laboratory was opened 
with the assistance of a well-trained, full-time 
cytotechnologist. Physicians have taken ad- 
vantage of these facilities and many now per- 
form routine cervicovaginal cytologic studies 
on all female patients. This laboratory is a 
part of the Department of Pathology which 
has made possible uniform processing of 
cytologic, biopsy, and surgical specimens on 
individual cases. All material is examined by 
the same individuals in comparable fashion. 
It will be noted that the number of cytologic 
studies and incidence of in situ cervical carci- 
noma has risen greatly since the inception of 
the cytologic laboratory (Table 1 and Fig. 2). 

In a review of 19,888 consecutive cervico- 
vaginal cytologic studies, 196 were designated 
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FIG. 1 








Uterus demonstrating the method of sectioning. 


as Class III or above using Papanicolaou’s 
classification. This gives an incidence of 0.9 
per cent. Of this number, 131 patients were 
found to have cervical carcinoma giving an 
incidence of 66 per cent. Of the remaining 65 
patients, there are 12 in which follow-up 
studies are not complete (Table 2). The re- 
maining 53 patients had changes ranging from 
squamous metaplasia to atypical epithelial 
hyperplasia. In 6 patients, cancers were found 
subsequent to negative cytologic studies on 
one occasion. Four in situ carcinomas were 
found in cytologic studies originally reported 
as atypical and accompanied by a request for 
subsequent studies. 


Biopsy, Conization and Hysterectomy Specimens 


Where two or more sequential specimens 
have been obtained from an individual, a 
comparison has been made between them as 
to the lesion observed in each (Table 3). The 
range in age is given in table 4. 

In a comparison of 167 specimens obtained 
by conization and biopsy, the lesion was ap- 
parently eradicated in 15 (Table 5). In 125, 
part of the lesion was left and in 27, the lesion 
was more serious in the conization specimen. 
Of the 27 more serious lesions, 7 were invasive 
cervical carcinoma, one with questionable in- 
vasion, 6 were microinvasive, 12 were in situ 


TABLE 1 
INCIDENCE OF IN SITU AND OTHER UTERINE CARCINOMAS. 


SPECIMENS BY 


aitesineseertion 
Fer eeere 


YEAR 1955-9/60 











Cytology In Situ Infiltrating f 
Patients Carcinoma Microinvasion Carcinoma Endocervical Endometrial 
1960 8,295 45 1 16 1 9 
1959 8,039 60 12 31 7 18 
1958 4,686 49 5 16 5 14 
1957 1,732 22 5 20 3 10 
1956 235 22 2 17 3 7 
1955 117 9 0 16 5 9 
Totals 23,104 207 25 116 24 67 
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FIG. 2 TABLE 2 
INCIDENCE OF UTERINE CARCINOMAS, 1949-1959 CYTOLOGICAL STUDIES 1957-60* 
100 T T T T T T T a = ae 
| | Total Number 19,888 
as IN SITU, CERVIX l : 4 Class III or above 196 
: l Class III or above In situ) carcinoma 94 
| . Class III or above Infiltrating epidermoid 21 
90 fe me me ALL INVASIVE : 4 ai ‘ ee: 
q CERVICAL CARCINOMA | : Class III or above Adenocarcinoma 16 
i | | Biopsy—negative 38 
St apace rere ce ENDOMENTRIAL | : 4 Biopsy—atypia 15 
CARCINOMA : | No follow-up 12 
80 eee > FULL TIME PATHO- | H a Class III or above with carcinoma 66% 
LOGIST IN DEPT. i | 
| ' *Figures include only a part of 1960. 
75 arms CYTOLOGY LABORA: j : 4 a 
TORY IN DEPT, | | 
70 | ; hysterectomy and conization the lesion was 
less serious in the uterus in 79; in 37 the 
65F l same as in the conization specimens, and in 3 
F it was more serious (Table 7). 
60 - 
Discussion 
ssp 
The information obtained in this study 
sof indicates that routine application of cervico- 
vaginal cytologic studies greatly enhances the 
4st . : ae 
yield of curable cervical carcinoma. It also is 
- | : established that when dependable cytologic 
interpretations are available and of easy 
35 l j access, they are used by clinicians. Of great 
importance is the convenient location of the 
< | I laboratory to referring physicians for discus- 
m | q sion and consultation with the pathologist 
and consistent survey of the case material as it 
20h y, 4 is presented. 
een . . 
/ : This review suggests that the properly 
Se 4 ° os ° z 
/ a planned study of an individual with no ap- 
toh. ~ wy A : parent cervical lesion should be cervicovagi- 
a PS f NS” nal cytologic studies, quadrant biopsies, coni- 
s+ ee ind 4 zation and hysterectomy. Of course, this 
it al : sequence need not be inflexible, and will vary 
0 i. i. . 4 e . . - 
1949 1950 1951 1952 1953 195¢ 1955 1956 1957 1958 1959 with certain cases. It is apparent that these 


The solid line includes in situ and microinvasive. 


and 1 was an endometrial carcinoma (Table 
6). 


In the comparison of 119 specimens from 


studies merely confirm generally accepted 
concepts about cytologic studies and demon- 
strate what is being done in a single geo- 
graphic area not previously reported upon. 
This study reaffirms the importance of 


TABLE 3 


CHART SHOWING 


NUMBER OF SURGICAL SPECIMENS 


AND THOSE FOR COMPARATIVE STUDIES. 

















SUMMARY OF SURGICAL SPECIMENS 1955-9/60 
Uteri and Stumps 
Biopsy and Cone Uteri and for Comparison 
Biopsies Cones for Comparison Cervical Stumps with Cones 

1955 7 6 6 9 6 
1956 23 16 16 16 12 
1957 26 22 21 12 9 
1958 53 44 44 41 35 
1959 66 54 53 47 35 
1960 37 32 27 24 22 
Total 212 174 167 149 119 
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TABLE 4 


AGE RANGE FOR UTERINE CARCINOMA 1955-9/60 


CORRELATIVE STUDIES IN CARCINOMA IN SITU OF CERVIX—Godwin et al. 











Diagnosis Range in Age Mean Age 





In situ 18-78 37.5 
Microinvasion 25-64 43.2 
Infiltrating 23-87 49.6 
Endocervical 31-89 52.0 
Endometrial 30-84 57.5 
TABLE 5 


COMPARISON OF CONIZATION AND 
SPECIMENS 1955-9/60 











Apparently eradicated lesion 
Left part of lesion (includes 5 with atypia) 
More serious lesion in cone 


Total 


——— 


*Subsequent hysterectomy revealed in situ carcinoma after 


negative cone in three cases. 
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TABLE 6 


BREAKDOWN OF 27 MORE SERIOUS CONE 


1955-9/60 

















Questionable invasion 
In situ 

Microinvasion 
Invasion 

Endometrial carcinoma 





Total 
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TABLE 7 


COMPARISON OF HYSTERECTOMY AND CONE 


SPECIMENS 1955-9/60 








Less serious lesion in uterus 
Same as in cone 
More serious than cone 


Total 


oo 








1123 


conization for determining the extent of the 
lesion and the fact that even then an occa- 
sional infiltrating lesion may escape detection 
until the hysterectomy specimen is examined. 


Summary 
The results of cervicovaginal cytologic 
studies and a correlation of quadrant biopsy, 
conization and hysterectomy specimens have 
been presented. 


Discussion (Abstract) 


Dr. Jack C. Norris, Atlanta, Ga. Dr. Godwin has 
made an excellent concentrated report on the above 
subject, relative to his observations made of 300 pa- 
tients, St. Joseph’s Hospital, Atlanta, where he was 
among the first in that area to establish an active full- 
time cytologic laboratory. 

Since the inception of the cytologic studies, the inci- 
dence of cervical in situ carcinoma has greatly risen, 
confirming the excellence of the method in diagnosis 
of cervical carcinoma, and also as an aid in establishing 
malignancy in other areas of the uterus. 

Dr. Godwin suggests that he feels it important in 
further establishing cervical cancer, that suspicious or 
positive smears should be followed by biopsing the 
cervix, preferably by obtaining conization. Serial sec- 
tions prepared from the biopsy specimen not only 
should confirm the diagnosis but should clear up the 
problem of invasion. 

I am in agreement with Dr. Godwin’s recommenda- 
tion, and feel very strongly that while the Papanicolaou 
smears are of great importance, the cervical biopsies 
represent the sheet-anchor of establishing an absolute 
understanding of the cancerous condition with which 
we are confronted. I further believe that a good local 
examination of the cervix is also important. Frequently 
the application of iodine to the cervical lips will enable 
the surgeon to better select his area to biopsy, thus 
eliminating the necessity for extensive removal of 
tissue. 

















Leiomyoma of the Esophagus: An Unusual 


Smooth Muscle Tumor 


STEPHEN W. GRAY, Ph.D., JOHN E. SKANDALAKIS, M.D., 
KAY L. GIBBS, M.A., and DUNCAN SHEPARD, M.D.,t Atlanta, Ga. 


LEIOMYOMAS OF THE ESOPHAGUS are uncom- 
mon benign tumors of smooth muscle origin. 
They rarely undergo malignant change, often 
produce great discomfort for many years with- 
out becoming fatal, and may usually be re- 
moved without incising the esophageal mu- 
cosa. They can be diagnosed readily if the 
surgeon has considered the possibility of their 
presence. Too rare to provide any one surgeon 
much personal experience, these smooth mus- 
cle tumors occur often enough to warrant 
discussion of their differential diagnosis. 


Incidence and Location 


Among the 345 cases reported in the world 
literature prior to 1960,1 there were twice as 
many males affected as females. This is in 
contrast to the equal sex distribution found 
for leiomyomas in the stomach.? These esopha- 
geal tumors are rare below age 20, 90% oc- 
curring in patients between 20 and 50 years 
of age. In the older literature, describing 
autopsy cases only, they were most frequently 
reported in the sixth decade of life.* 


Leiomyomas are least common in the upper 
third of the esophagus and in that location 
are almost entirely confined to males. The 
frequency increases toward the cardiac ori- 
fice, slightly over half being in the lower 
third (Fig. 1). These latter tumors are nearly 
equally distributed between men and women. 
Most of the tumors remain intramural while 
small, although a very few are polypoid. Due 
to the tubular shape of the esophagus, ex- 
panding intramural tumors may become 
horseshoe, or even annular in shape. They 
are known to produce traction diverticula of 
the esophagus. They may arise from the 
muscularis mucosae, either circular or longi- 
tudinal layers of the muscularis externa, or 
all three layers may be so involved as to 
obscure the precise origin. Figure 2 shows the 
forms they may take. 


tFrom the Department of Anatomy, Emory University, and 
the Department of Surgery, the Piedmont Hospital, Atlanta, 


va. 


Case Report 


The following case of esophageal leiomyoma 
is reported not only because of the rarity of 
the tumor but because it is an almost typical 
picture of the lesion. 


W. C. F., a 43 year old man, was first admitted to 
the Piedmont Hospital on Jan. 9, 1957. A barium 
swallow on the previous November had revealed an 
area of esophageal narrowing at the level of the fifth 
thoracic vertebra. He had noticed episodes of “gas 
pains” with tightness in the chest and occasional 
regurgitation for 2 to 5 years. On one such occasion 
he thought the regurgitated food had not reached his 
stomach. The episodes were not related to type of 
food or to a recumbent position. There was no history 
of weight loss or anemia. 

Physical examination and routine laboratory studies 
were normal. Barium swallow again revealed a defect 
in the posterior esophageal wall unchanged from that 
seen at the first examination. It was interpreted as an 
intramural leiomyoma of the esophagus. On January 
10, bronchoscopy was performed and the results were 
negative. Esophagoscopy showed a large esophagus 


FIG. 1 


SITE OF ESOPHAGEAL LEIOMYOMAS IN 174 CASES 


1.8% 

















165 CASES PLUS 
4 “POSTERIOR MEDIASTINUM" 
5 NOT SPECIFIED 


Anatomic distribution of esophageal leiomyomas. 
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FIG. 2 
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with slightly redundant mucosa in the midportion, 
but no obstruction or compression was observed. He 
was discharged Jan. 11, 1957. 

On March 9, 1957, the patient was readmitted to 
the hospital for the same symptoms. Physical examina- 
tion and laboratory studies were again unremarkable. 
A right thoracotomy with resection of the fifth rib 
was performed on March 11. A 3.5 by 2.5 by 2 cm. 
intramural tumor weighing 14 Gm. was removed from 
the esophagus by enucleation without incising the 
mucosa (Fig. 3). It was located in the submucosa just 
medial to the azygos vein. Except for an urticarial 
penicillin reaction, recovery was uneventful, and the 
patient was discharged on March 19, 1957. He was 
alive and well in November 1960. 

Microscopic description: Representative — sections 
show spindle-shaped cells in whorls and criss-crossing 
broad bands. Nuclei are generally oval, and younger 
nuclei do not have pointed ends. Many have promi- 
nent nucleoli. Signs of recent division are fairly numer- 
ous with double nuclei lying end to end or side by 
side. Mitoses, however, are scarce. The appearance is 
quite uniform throughout. In spite of pronounced 
activity, actual malignancy is not thought to be 
present. 


Pathologist’s diagnosis: Leiomyoma of the esophagus. 


DIVERTICULAR 





EXTRAESOPHAGEAL (MEDIASTINAL) 
ee eee i Eaigae. ere ee 

se, »i-S4 ye _ 473 > —- 
S= — ° —S 


— _ ___ mtn 














LEIOMYOMA (32) - 35.6% 


Typical forms of esophageal leiomyomas. Eighty-three cases from the literature. 


Discussion 


The above described patient is of the age 
and sex in which most esophageal leiomyomas 
may be expected. There are the usual incon- 
clusive symptoms of the disease of consider- 
able, but indefinite duration. Dysphagia was 
definite but slight during only one episode, 
and pain was not severe. Among reported 
cases, each of these symptoms was present in 
about half of the patients, but they occurred 
together in only about one quarter. The only 
other symptom at all common is loss of 
weight, which was not reported by our pa- 
tient. Endoscopy was negative, which is to be 
expected with a tumor of submucosal origin. 
Had a swelling been visible, biopsy would 
probably have been negative unless danger- 
ously deep.® 

The radiologic picture of the tumor in this 
patient is almost a textbook example of an 
esophageal leiomyoma as described by Schatzki 
and Hawes,® Harper and Tiscenco,” and Mar- 











FIG. 3 





The gross specimen removed from the esophagus by enuclea- 
tion. 


shak8 (Fig. 4). There is a crescent-shaped 
filling defect with sharply marked angulation 
at either pole. There is little dilatation above 
the tumor. No ulceration appears, and ul- 
cerative craters, though known, are extremely 
rare. 

The shape of the defect and the absence 
of ulceration, together with the negative 


FIG. 4 





Barium swallow demonstrating the presence of the leio- 
myoma. This appearance is typical. 
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endoscopic finding and the long duration of 
symptoms without marked change, serve to 
rule out carcinoma of the esophagus. Move. 
ment of the mass during swallowing, together 
with the sharply demarked angles at the poles 
rules out extrinsic mediastinal tumors causing 
esophageal compression. 

The surgical procedures adopted in the 
present case were typical. Right thoracotomy 
is usually indicated for midesophageal tumors; 
left thoracotomy for those of the lower third. 
Enucleation without mucosal incision has 
been performed in 91 of 156 surgical cases in 
the literature with only one fatality.’ It is the 
operation of choice where resection can be 
avoided. Radiotherapy is ineffective in smooth 
muscle tumors. 

There is no reason why an_ operation 
for an uncomplicated esophageal leiomyoma 
should now be considered dangerous. No post- 
operative deaths have been reported since 
1955. Postoperative respiratory disease has 
been the chief cause of mortality in the past. 

As these smooth muscle tumors grow very 
slowly, the results of their removal in the aged 
patient must be weighed against the probable 
discomfort they may cause. From the older 
literature, autopsy reports indicate that many 
untreated leiomyomas exist without symp- 
toms and, where mild symptoms are present, 
there is little evidence that these tumors have 
shortened the life of the patient. Correct diag- 
nosis may save the elderly patient the trauma 
of operation for a tumor which is not malig- 
nant and is unlikely to produce increase of 
symptoms in the near future. 
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Progressive Arteriosclerosis: 


Presentation of a Case 


T. R. FREEMAN, M.D., and J. A. SAPORTA, M.D.,} Savannah, Ga. 


THE PURPOSE OF THIS PRESENTATION is the 
analysis of a case of extensive, progressive 
arteriosclerosis, whose clinical characteristics 
allow some comments on the management of 
these lesions. 

Case History 


(No. 66435) A 52 year old white male pipe fitter 
was admitted to the Central of Georgia Hospital Dec. 
31, 1958, complaining of intermittent claudication and 
impotentia coeundi of 3 months duration. He was 
incapable of walking a distance longer than a regular 
city block because of severe pain in both hips. 

Physical examination revealed a well-developed and 
nourished white man, appearing older than his age. 
There was bilateral absence of dorsalis pedis and 
posterior tibial pulses. The right popliteal pulse was 
absent and the left was very faint. The right femoral 
pulse was of very poor quality and the left one, while 
slightly stronger, appeared, nevertheless, quite un- 
satisfactory. Blood pressure was 150/90. No further 
abnormalities were noted. Laboratory data showed 
no abnormalities. On this basis a tentative diagnosis 
of Leriche’s syndrome was entertained. X-ray ex- 
amination of the lumbar spine showed degenerative 
lipping of the vertebral body margins. An aortogram, 
performed under general anesthesia, demonstrated 
well the lower aorta, the common iliacs and the in- 
ternal and external branches, all showing definite 
irregularity due to occlusive disease (Fig. 1). X-ray 
examination of both thighs and legs did not reveal 
any vascular calcification. 

With the diagnosis of Leriche’s syndrome, under 
general anesthesia, the patient was operated on with 
a xyphopubic incision. The terminal aorta was 
dissected and clamped below the level of the renal 
arteries and above the bifurcation. A one inch longi- 
tudinal arteriotomy was performed on the anterior 
aortic wall and the upper end of a bifurcation graft 
(Dacron) sutured to the borders of the incision. Both 
femoral arteries were exposed with individual in- 
cisions at Scarpa’s triangle and the limbs of the graft 
pulled through the femoral ring below Poupart’s 
arcade and anastomosed terminolaterally to an 
arteriotomy on the anterior wall of each common 
femoral. There was immediate good pulsation on the 


tFrom the Department of Surgery, Central of Georgia Hos- 
pital, Savannah, Ga 


right foot. No pulses could be demonstrated on the 
left side. The following day, good pulses were 
palpated in both feet. 

The patient was discharged 2 weeks later after an 
uneventful postoperative course with recovery from 
his intermittent claudication but not of the im- 
potence. He returned to his usual activities and re- 
mained asymptomatic until February 1960. 


At that time, he was readmitted to the hospital, 
complaining of numbness and parasthesias in the left 
hand of several weeks duration and of daily episodes 
of transient amaurosis, the first of which took place 
Feb. 20, 1960, with momentary total blindness in the 
right eye. 

Physical examination at this time showed a normal 
right carotid pulse with a harsh systolic bruit which 
could be auscultated at the level of the bifurcation. 


FIG. 1 





Aortogram shows multiple defects of iliac arteries. 
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FIG. 2 





Preoperative carotid arteriogram shows marked defect distal 
to bifurcation. 


Blood pressure was 155/80. The left carotid artery 
was normal and there was no bruit. Laboratory 
studies showed results within normal limits. A tenta- 
tive diagnosis of right carotid artery syndrome was 
made. Bilateral carotid angiography performed under 
local anesthesia revealed a 90% obstruction of the 
right internal carotid by a plaque 1 cm. distal to the 
bifurcation, and evidence of collateral circulation to 
the brain through orbital anastomosis, via the internal 
maxillary artery (Fig. 2). The left internal carotid 
showed about 50% obstruction, 1.5 cm. distal to the 
bifurcation. 

At the suggestion of the internist, the patient was 
placed temporarily on anticoagulant treatment for a 
trial period of 2 weeks. Symptoms were not modified 
to any substantial degree and recurred daily. Under 
general anesthesia, the right carotid system was ex- 
plored and a 3 cm. long plaque was removed from 
the bifurcation. It reduced the lumen of the internal 
carotid between 95 to 98%, and above the plaque 
the vessel was of a considerably diminished caliber. 
The arteriotomy was closed with a small patch graft 
and an arteriogram obtained at the operating table 


SOUTHERN MEDICAL JOURNAL 


OCTOBER 196} 


showed normal filling of the brain. The postoperative 
course was uneventful and he has been symptom-free 
since operation. 


Comments 


Successful treatment of obliterating lesions 
of the large branches of the aorta has been 
one of the greatest accomplishments of surgery 
during the past few years.! On 2 different oc- 
casions this patient has been returned to 
health and gainful activity after suffering 
from conditions, which a few years ago, would 
have been totally and permanently disabling. 
Although anticoagulants have a definite and 
important role in the over-all management of 
obliterating vascular lesions, when a large 
atheromatous plaque involves one of the 
major arterial bifurcations, drugs are in- 
capable of causing a regression of such a 
lesion nor can they control symptoms. Surgery 
gives a far better chance for cure and should 
be considered first in all such cases. When 
dealing with cerebral vascular insufficiency, 
our experience has shown that an adequate 
blood pressure is more important than anti- 
coagulants in increasing cerebral blood flow. 
Bilateral partial carotid obstruction does not 
usually require bilateral surgical treatment. 
Unilateral removal of the obstructing plaque 
usually relieves the symptoms. However, if 
the lumen of the contralateral artery is re- 
ducted by 70% or more, endarterectomy 
should be performed because of the danger 
of thrombus formation at the site of the 
plaque.” 

Summary 


A case is presented of progressive, extensive 
arteriosclerosis, successfully treated surgically 
for Leriche’s syndrome and carotid artery 
syndrome. Comments are made on the man- 
agement of these conditions. 
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Gastrointestinal Hemorrhage 
Following Abdominal Aortic 
Replacement: A Case Report 


G. IOANNIDES, M.D.,t Miami, Fla. 


This case report describes a recognized complication of aortic grafting. This should 
be kept in mind by physicians responsible for such patients following 
operation, since a lifesaving operation may be successful. 


GASTROINTESTINAL HEMORRHAGE may rarely 
occur as a result of rupture of abdominal 
aortic aneurysm into the gastrointestinal tract. 
Seventy-one such cases have been reported and 
57 of them were located in the duodenum.!:? 
By far, the commonest site (45 cases) of 
duodenal rupture was the third (transverse) 
part and this incidence was considered by 
some authors to be purely fortuitous.® 


Similar hemorrhages may also occur as a 
result of rupture of an abdominal aortic graft 
into the gastrointestinal tract. “Twenty-one 
such cases were reported or simply mentioned 
in the pertinent literature, which appeared 
during the 9 years following the introduction 
of abdominal aortic resection and replacement 
in humans.* The pertinent data on those cases 
are outlined in table 1. It is the purpose of 
this presentation to report another such case 
and illustrate some interesting details observed 
at autopsy. 


Case Report 


L. G., a 58 year old white man, office manager, 
entered the hospital because of melena. 

Four years prior to admission he was hospitalized 
for “coronary occlusion.” Two years and 4 months 
before admission he was in the hospital because of a 
painless pulsating mass, which had been noted in the 
upper abdomen for the past 3 weeks. An aortogram 
showed it to be an aneurysm of the abdominal aorta. 
Two weeks later, a 6 by 7 by 7 cm. atherosclerotic ab- 
dominal aortic aneurysm was resected and replaced 
with a freeze-dried homotransplant. 

Pertinent preoperative data were as follow: B.P. 
was 165/105 mm. Hg.; P. rate 76; Kahn and VDRL. 
negative; ECG. showed myocardial infarction of the 
anterior wall, the age of which was to be determined 
with serial ECG.’s. During the operation, leaks were 


__ 
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noted at the line of proximal anastomosis of the graft 
and in the host vessel near the distal anastomosis. 
These leaks were closed with interrupted silk sutures. 
At the completion of both anastomoses the inlay 
pulsated well and there were good pulsations below 
the site of the distal anastomosis. The posterior 
peritoneum pulled over the graft completely re- 
peritonealized the operative site. The abdomen was 
closed in layers and the patient withstood the op- 
eration we]l. The postoperative course was uneventful 
and the patient was discharged 14 days later. 

He remained well until 3 days before admission, 
when black tarry stools were recognized. On the day 
before entry he also had some nausea and vomiting. 
On admission, his B.P. was 110/66 mm. Hg. and P. 
rate 80. Physical examination revealed cool and dry 
skin. The abdomen was scaphoid and presented an old 
midline postoperative scar, hyperactive bowel move- 
ments and a midline pulsating mass. Laboratory data: 
Hgb. 7.4 Gm. per 100 ml. of blood, RBC. count of 
2,540,000 cu. mm., hematocrit 26%, platelets normal 
and WBC. count of 15,450 cu. mm. with 74 segmented 
cells, 2 stabs and 24 lymphocytes. Urinalysis was un- 
remarkable. During the evening of admission the 
patient continued passing tarry stools and lapsed into 
shock, from which he recovered following transfusion 
of 3 pints of blood. Nevertheless, he went back into 
shock, became unresponsive and presented a rapidly 
downhill course resulting in death 14 hours after 
admission. 

The postmortem examination revealed a patent 
aortic graft-duodenal fistula to be the source of the 
fatal gastrointestinal hemorrhage. The intestine was 
full of blood and the stomach contained 30 cc. of 
hemorrhagic fluid. A centrally perforated nodular 
elevation was noted over the inner aspect of the 
posterior wall of the third part of the duodenum (Fig. 
1). This was the result of pressure by and rupture of 
the firmly adherent fibrous wall of a long-standing 
false aneurysm of the aortic graft. The false aneurysm 
was roughly spherical with an average diameter of 
32 mm. and arose from a 10 by 11 mm. dilated aortic 
opening of a small arterial branch of the homograft 
about 20 mm. proximal to the distal anastomosis (Fig. 
2). The contralateral small branch and two other 
pairs of small arterial branches proximal to the aorto- 
duodenal fistula appeared unremarkable and were 
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Postopera- 


Authors Site of G.I. Bleeding Ruptured Site of Graft Type of Graft tive Period 
Reference 5 lleum Distal (right iliac) anastomosis Nylon graft 1 yrs. 
6 Duodenum, 3rd part Aneurysm of first Homograft 3M yrs. 
portion of graft 
7 Duodenun, distal Proximal anastomosis Homograft 248 mos. 
‘ 7 Duodenum Not stated Homograft Not stated 
8 Duodenum, terminal Near proximal anastomosis Homograft 3 yrs. 
8 Duodenum, distal Below proximal anastomosis Homograft 20 mos. 
. ‘Duodenum False aneurysm around Homograft 7 mos. 
proximal anastomosis 
9 Duodenum, 4th part Proximal anastomosis Teflon-Dacron graft 3 mos. 
2 10 Duodenum, 3rd part Away from suture lines Ivalon sponge graft 14 mos. 
ll Duodenum False aneurysm of homograft- Homograft 24 yrs. 
proximal anastomosis-host aorta 
11 Duodenum False aneurysm of homograft Homograft 1% yrs. 
below upper anastomosis 
11 Duodenum False aneurysm of Homograft 1% yrs. 
homograft 1 cm. 
below upper anastomosis 
: 12 Duodenum, 3rd part Two small leaks away Teflon-Dacron graft 6 mos. 
from suture-lines 
, 13 Ileum Anterolateral surface Homograft 8 yrs. 
of homograft 
15-20. i4 Duodenum, 6 cases Not stated Homograft, 4 cases 2-30 mos. 
Dacron graft, | case 
Braided nylon, | case 
15 Duodenum, 3rd part Proximal anastomosis Homograft 2 vrs. 






































still ligated with silk sutures. About 1 cm. distal to 
the fistula there was a valve-like, semilunar infolding 
of the posterior wall of the graft measuring up to 
1 cm. in height. Two mm. distal to this acquired 
valve there was another pair of small arterial branches 
of the graft. The left branch appeared unremarkable 
and was still ligated with a silk suture. The opening 
of the right branch was dilated, measuring 7 mm. in 
diameter, and it led into the cavity of a nonruptured 
false aneurysm measuring 1 cm. in diameter. The 
latter contained thrombi and a piece of silk suture. 
The distal and proximal suture lines of the graft were 
unremarkable. 

The host aorta, iliac and other major arteries were 
severely atherosclerotic. The veins were unremarkable. 
The heart weighed 500 Gm. and showed left ventricu- 
lar concentric hypertrophy, extensive old healed 
anteroseptal myocardial infarct, fibrous obliteration of 
the pericardial space and severe coronary athero- 
sclerosis. An old healed infarct of the left kidney, 
arterial and arteriolar nephrosclerosis and slight testicu- 
lar atrophy were also noted. 


Comment 


As was noted above, 22 cases of severe 
gastrointestinal hemorrhage have been thus 
far reported following abdominal aortic re- 
placement by various types of grafts. The 
site of bleeding was located in the duodenum 
in 20 cases and in the ileum in 2 cases. This 
predilection for the duodenum seems to be 
merely due to its location as being fixed over, 
and in apposition to a large area of the ab- 
dominal aortic graft and therefore over a large 
number of potential sites of rupture, unlike 
the other portions of the gastrointestinal tract. 





The types of grafts ruptured in the reported 
cases were synthetic grafts in 6 cases and homo- 
grafts in 16 Two 


cases. synthetic grafts 
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Opened $rd part of the duodenum presenting the crater- 
like opening of the aortic homograft-duodenal fistula. 
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FIG. 2 





Opened aortic homograft and homograft-duodenal fistula. 
Note the origin of the fistula at the site of a small arterial 
branch of the graft situated proximal to infolding of the 
posterior wall of the latter. 


(Nylon, Teflon-Dacron) had ruptured at the 
sites of the distal and proximal lines of 
anastomosis, 114 years and 3 months follow- 
ing operation, respectively. Two other syn- 
thetic grafts (Ivalon sponge, Teflon-Dacron) 
had ruptured away from the suture lines, 14 
months and 6 months following operation, 
respectively. The remaining 2 ruptures of 
synthetic grafts were not described in detail. 
Of the 16 cases with homografts, the exact 
site of rupture was stated only in ten. Four 
ruptures involved the proximal suture lines 
and caused gastrointestinal bleeding 21% 
months, 7 months, 2 years and 214 years post- 
operatively. The other 6 ruptures of the 
homografts, which occurred 114 to 314 years 
postoperatively, were located away from the 
suture lines and in most cases were preceded 
by formation of false or true aneurysms, which 
subsequently ruptured into the intestine. 
Attempts to disclose a mechanism _pro- 
ducing “locus minoris resistentiae” at the 
ruptured sites away from suture lines were 
mentioned only in the cases No. 6 and 13 of 
table 1 and in the case of this report. In the 
first 2 cases, the authors were unable to sub- 
stantiate their suspicion that the disruption 
of the transplant occurred at the point of 
ligation of a small arterial branch. In the 
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latter case it was shown that the ties blew off 
two small arterial branches of the graft, fol- 
lowed by dilatation of the corresponding 
aortic openings and formation of two false 
aneurysms at those sites. The proximal false 
aneurysm was larger than the distal, possibly 
due to the intervening valve-like infolding of 
the wall of the graft, and ruptured into the 
overlying third part of the duodenum. 

The rupture, which took place 2 years and 
4 months postoperatively, caused a 3 day 
episode of tarry stools with some nausea and 
vomiting. These symptoms were underesti- 
mated by the patient for 3 entire days, after 
which he came to the hospital. At this point 
it should be noted that there was enough evi- 
dence of this type of late postoperative com- 
plication and sufficient time for a second life- 
saving surgical intervention. A similar du- 
ration of similar symptoms was also present 
in some of the previously reported cases and 
another operation was performed in some of 
them.®8.1°,11,14,15 Tn such cases a complete re- 
placement of the graft appeared to be the 
procedure of choice. In one instance, a rapid 
recurrence of aortointestinal fistula took place 
after a local repair of the defect of the homo- 
graft.18 


Summary 


An illustrative case of fatal gastrointestinal 
hemorrhage 2 years and 4 months following 
abdominal aortic resection and homotrans- 
plantation is reported. The mechanism of 
this hemorrhage is demonstrated and the 
pertinent literature is briefly reviewed. 

Acknowledgment is due to Dr. F. N. Cooke for per- 
mission to publish clinical data. 
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@) EDITORIALS 


CIRCUMCISION AND CANCER 


The possible ultimate subtle benefits of cir- 
cumcision, as it relates to disease, have not 
been accorded the proper perspective in value 
by the medical profession and by the lay pub- 
lic. Circumcision is generally regarded as a 
means of personal cleanliness and hygiene, or 
as a required religious ritual. In the uncircum- 
cised the incidence of less formidable maladies 
(balanitis, paraphimosis, verrucae) is fostered, 
but evidence also suggests an etiologic rela- 
tionship to cancer. 

The causes of carcinoma of the cervix are 
unknown. Chronic cervicitis, cyclic changes 
varying with hormone levels, multiple preg- 
nancies, menstrual disorders, racial factors, re- 
ligious customs, economic levels and personal 
hygiene have all received consideration as con- 
tributing factors. However, the notorious in- 
frequency of this type of cancer in nuns and 
Jewish women seems to suggest consideration 
of factors intimately related to sexual cohabi- 
tation or inherent racial immunity. Gagnon! 
investigated in detail the incidence of malig- 
nancies of the various bodily organs as com- 
pared with that of the cervix among a statisti- 
cal annual average of 3,280 nuns over a 20 
year period. This interesting study revealed 
that malignant tumors involved various or- 
gans 130 times, an incidence paralleling that 
of the general population, but there was not a 
single patient with cervix cancer. In another 
survey amon, 13,000 nuns there were 12 con- 
firmed cases of carcinoma of the corpus uteri. 
In separately reported studies the propor- 
tion of cervical to uterine cancer is 7 to 1 
(Novak?); 6.2 to 1 (Meigs?); 5.6 to 1 (Norris 
and Vogt?). At an average of 6 to 1 there 
should have been 72 cases of carcinoma of the 
cervix, yet there were none! Confirmatory sta- 
tistical conclusions resulted by approaching 
the problem from a different aspect by means 


of a study of pathologic archives of radium 
treatment centers. 


In reports from London, Munich, Amster- 
dam, Rotterdam, Vienna, Budapest, Sweden, 
Palestine, New York, Chicago, Rochester and 


i. Gagnon, F.: Lack of Carcinoma of the Cervix in Nuns, 
- Proc. Second Nat. Cancer Conf. 1:625, 1952. 
2. Quoted by Gagnon, F., in Reference 1. 
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Philadelphia the frequency of carcinoma of 
the cervix was much decreased in Jewish 
women as compared with non-Jewish women.* 
Besseson* stated that “cancer of the cervix is 
rarely seen without chronic endocervicitis, un- 
healed lacerations, erosions, scarring or chronic 
infections of types undetermined. These 
lesions must be as common to Jewish women 
as to non-Jews. The social hygiene of these 
people may be accepted as differing in no way 
from that of non-Jews. The only circumstance 
which alters their customs from that of other 
races lies in early circumcision of the Jewish 
male.” In Mt. Sinai Hospital, in New York, 
Vineberg® studied the incidence of carcinoma 
of the cervix between the years 1893 and 1906 
and determined a frequency of 19 times more 
common in the non-Jewish. Rubin® in the 
same hospital covered the years 1909 to 1918 
and determined the incidence 12.5 times 
greater in the non-Jewish. The years 1928 to 
1948 in this institution were reviewed by Irwin 
Weiner? who published a ratio of 5 non-Jewish 
to 1 Jewish. These interesting studies show 
the relative frequency of cancer of the cervix 
in Jewish women is increasing or that the in- 
cidence in non-Jewish women is diminishing. 
The explanation may lie in the fact that there 
is an increasing number of mixed marriages 
between Jewish women and uncircumcised 
non-Jewish men. Perhaps the social restric- 
tions pertaining to sexual congress may be 
less respected, encouraging sexual integration 
among individuals of different religions. More 
likely, increasingly wider acceptance of cir- 
cumcision of the male infant by the more 
intelligent non-Jewish parent may be the rea- 
son for the relative change. In _ general, 
gynecologists allude to chronic cervicitis as a 
predisposing condition to the development of 
carcinoma of the cervix. One must concede 
that in many instances vigorous cauterization 
has either arrested early cancer or prevented 





3. Kennaway, E. L.: Racial and Social Incidence of Carci- 
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4. Besseson, D. H.: Circumcision and Cervical Carcinoma, 
Med. J. & Rec. 135:490, 1932. 
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the Uterus in Women of the Hebrew Race, J. Mt. Sinai 
Hosp. 10:33, 1943. (Quoted by Gagnon, F.*) 

6. Rubin, I. C.: Quoted by Vineberg, H. N.5 

7. Weiner, Irwin, Burke, Louis, and Goldberger, Morris A.: 
Carcinoma of the Cervix in Jewish Women, Am. J. Obst. 
& Gynec. 61:418, 1951. 
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its development. Be this as it may, evidence 
indicates that the incidence of cervicitis in 
Jewish and non-Jewish women is the same. 

The factor of racial immunity does not 
seem influential. Fiji Island women and 
Mohammedan-Hindu women living in India 
rarely have carcinoma of the cervix. The hus- 
bands of these groups are circumcised either 
at birth or by the age of 9 years. However, the 
Mohammedan-Hindu women living in the 
Fiji Islands have cervical cancer in an 8 times 
greater incidence than those residing in India.* 
Their husbands are customarily not circum- 
cised. 

Urologists generally recognize that cancer 
of the penis occurs only in the uncircumcised 
male. In the literature there are only 2 au- 
thenticated cases of cancer of the penis oc- 
curring in Jewish males circumcised at birth.® 
In a series of 88 cases of cancer of the penis 
reported from Philadelphia General Hospital, 
phimosis was specifically mentioned in 53 in- 
stances and there were no recorded cases 
among the Hebrew faith.!° In another report 
of 139 cases there was not one patient, Jewish 
or non-Jewish, white or colored, who had 
circumcision in infancy in whom cancer of 
the penis developed.1' Megaw reporting on 
statistics from hospitals in India mentions 64 
cases of penile cancer of which only 2 oc- 
curred in Mohammedans. In combined statis- 
tics from India of 4,884 cases of cancer in the 
males 1,336 were penile cancers. Of these 1,303 
occurred in Hindus for a percentage of 97.5 
while 6 occurred in Mohammedans, a _per- 
centage of 2. The proportion of Mohamme- 
dans in these hospitals is 21.19 per cent. Pro- 
jecting these figures there would have been an 
incidence of 254 cases instead of the 26 re- 
ported. The difference may be attributed to 
the practice of circumcision among the Mo- 
hammedans. Some of these operations are said 
to be merely a token removal of a small seg- 
ment of prepuce accomplished between the 
ages of 4 and 9. If all had been anatomically 
correct surgical procedures, the 26 reported 
cases might never have existed. 

No matter how one views the various 





8. Demy, Nicholas G.: The Cancer Problem, J. M. Soc. New 
Jersey 47:363, 1950. 

9. Reitman, Paul H.: An Unusual Case of Penile Carcinoma, 
J. Urol. 69:547, 1953. 

10. Furlong, J. H., Jr., and Uhle, Chas. A. W.: Cancer of 
the Penis: A Report of 88 Cases, J. Urol. 69:550, 1953. 

ll. Shrek, R., and Linowitz, H.: Etiologic Factors in Carci- 
noma of the Penis, Cancer Res. 7:180, 1947. 
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etiologic factors pertaining to cancer of the 
cervix and cancer of the penis, a common 
denominator of the relationship of circum. 
cision stands out like a bright beacon. Plaut 
and Kohn-Speyer!? were able to demonstrate 
a carcinogenic action of the smegma of the 
horse in a well-documented series of experi- 
ments on mice. Cancer of the penis in the 
horse is common. I have been unable to find 
any other studies concerning smegma. The 
paucity of experimental work concerning the 
bacteriologic flora, the biochemistry and physi- 
cal properties is surprising. Perhaps here may 
be isolated a specific carcinogen. 

Stimulation to study the smegma should be 
offered those interested in cancer and whose 
research facilities are adaptable. The Amer- 
ican Cancer Society might well organize a 
specific campaign directed at both the profes- 
sion and the public with the objective of gen- 
eral acceptance of the operation of circum- 
cision as a measure of prevention of one of the 
most common cancers occurring in the female 
and a not too uncommon one in the male. 
Large sums are spent each year urging pe- 
riodic visits to screening clinics aimed at de- 
tecting early cancers. While very worthwhile 
the objective here is one of early diagnosis. 
Obviously, total prevention is an objective of 
greater desirability. 

CHARLES RIEsER, M.D. 


12. Plaut, A., and Kohn-Speyer, A. C.: The Carcinogenic 
Action of Smegma, Science 104:39, 1949. 





PROPHYLACTIC USE OF 
COLCHICINE IN GOUT 


The metabolic disorder that is gout has a 
number of puzzling clinical features. A familial 
disorder manifested as a disturbance of purine 
metabolism, it may have several systemic mani- 
festations of life-threatening nature, is accom- 
panied by an elevated level of uric acid in the 
blood with a decreased urinary excretion, and 
a tendency to deposits of sodium monourate 
crystals (tophi) commonly about joints or 
cartilage. The major clinical manifestation 
then is an arthritis which may be characterized 
by the sudden onset of acute attacks followed 
by complete subsidence of the synovitis and 
return of normal function. The pathogenesis 
of the acute attack is completely unknown. 
The less common chronic forms of arthritis in 
gout, either tophaceous or in combination 
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with other forms of arthritis, are all too com- 
monly considered to represent rheumatoid ar- 
thritis. Certainly most instances of rheumatoid 
disease, especially in men, merit serious 
thought relative to gout in the differential 
diagnosis. 

Colchicine and its effectiveness in gout 
clearly was known 1,500 years ago, and there 
is good reason to suppose it was known to the 
Egyptians 1,500 years B.C. Its name is related 
to an old district in Asia Minor named Col- 
chis. Smyth! says the drug was introduced into 
Europe in 1763 and that Benjamin Franklin 
is reported to have brought it to this country. 
Though the efficacy of this agent has been 
known these many centuries, its pharma- 
cologic action remains a mystery. In fact, Bauer 
and Calkins? give only the “probable” chem- 
ical structure and emphasize what is general 
knowledge, that colchicine is not an analgesic, 
giving relief only in gouty arthritis, and that 
it has no effect upon the blood level of uric 
acid or its excretion. 

For centuries the wine or tincture of Col- 
chicum was the treatment par excellence for 
podagra and has remained the best agent for 
the control of acute gouty arthritis, in more 
recent decades in the form of its alkaloid 
colchicine. For their uricosuric effect in 
tophaceous or chronic gout, a number of 
drugs have been used, the salicylates, and in 
more recent years probenecid. However, col- 
chicine has been reserved for use in the man- 
agement of the acute episodes of arthritis. 

It was only in 1936 that a serious approach 
vas made to what would have been antici- 
pated earlier, the use of colchicine as a pro- 
phylactic in gout for the control of recurrent 
bouts of arthritis. In that year Cohen® reported 
on such use in an interrupted dosage schedule 
giving the drug daily for one week out of 
every four. Subsequently others suggested the 
use of the drug on two or three days weekly 
in those suffering from recurrent attacks of 
arthritis. 

Now comes a report by Ts’ai Fan Yii and 
Alexander B. Gutman,* long a student of 
gout, upon the “Prevention of Recurrent 


1. Smyth, Charley J.: Arthritis (by Hollander and Collabo- 
rators). 6th Ed. Philadelphia, Lea & Febiger, 1960. 
Bauer, Walter, and Calkins, Evan: Diseases of Metabolism 
(Edited by Garfield G. Duncan). 4th Ed. Philadelphia, 
W. B. Saunders Company, 1959. 

3. Cohen, A.: Gout, Am. J. M. Sc. 192:488, 1936. 

4. Fan Yi, Ts’ai, and Gutman, Alexander B.: Efficacy of 
Colchicine Prophylaxis in Gout. Prevention of Recurrent 
Gouty Arthritis Over a Mean Period of Five Years in 
208 Gouty Subjects, Ann. Int. Med. 55:179, 1961. 


2. 
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Gouty Arthritis Over a Mean Period of Five 
Years in 208 Gouty Subjects.” The senior au- 
thor had reported in 1952 upon this matter 
after an experience with 31 patients, prophy- 
lactic treatment having been used for from 18 
months to more than 4 years. In the current 
report 208 patients were selected upon the 
basis of certain criteria. (1) There was a clear- 
cut pattern of recurrent acute arthritis for 
years before prophylactic treatment was begun 
—thus, in 17% recurrent episodes had oc- 
curred for from 1 to 5 years, in 29% from 
6 to 10 years, in 24% from 11 to 15 years, in 
19% from 16 to 20 years, and in 11% for over 
20 years. Of the 208 cases, 76 were designated 
as “severe” because of incapacity resulting 
from four or more attacks a year; the remain- 
ing 132 cases were classified “moderately 
severe” with interruption of work by one or 
two severe annual bouts or a number of lesser 
attacks. (2) The second criterion was the 
maintenance of prophylactic treatment for at 
least two years,—the mean period of observa- 
tion was 5.4 years. (3) Careful and close follow- 
up and observation was the third criterion. 
Of the 208 patients 95 or 46% had tophi when 
prophylactic treatment was begun and 17 de- 
veloped such during the years of treatment. 

In prophylaxis, 1 mg. of colchicine daily was 
the initial dosage and was maintained sub- 
sequently in 66% of cases. By adjustments of 
the dose to determine the minimal effective 
dosage it became possible to reduce the daily 
ration to 0.5 mg. in 25%, and in 4 patients 
to this dose only every other day. However, in 
13 cases (6%) 1.5 mg. became necessary and 
in 5 patients 2 mg. to control the recurrence 
of attacks of arthritis. Incipient attacks were 
aborted by using 2 or 3 mg. daily for a day or 
two. (Of the 208 patients there were 89 who 
had tophaceous gout and in whom uricosuric 
drugs were also employed.) 

The results reported by Gutman and his 
associate indicate that in the 208 patients, of 
whom 37% had been classified as “severe” 
and 63% as “moderately severe,” a prophy- 
lactic regimen with colchicine so reduced the 
incidence of acute attacks that the course 
subsequently was designated as “severe” in 
only 2 patients (1%), “moderately severe” in 
24 (11%), “mild” in 72 (35%) and virtually 
free of attacks in 110 (53%). The 13 failures 
represented young men with a fulminant 
course or with intercurrent disease. 


Yui and Gutman emphasize that anyone 
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who wishes to use colchicine should know its 
pharmacology and toxicology. (This has been 
reviewed quite well recently by Wallace> who 
points to the few fatalities from the drug and 
the circumstances under which these occurred, 
—interestingly some of these have been cancer 
patients.) In the 208 cases studied by Gutman 
and his associate, no evidence of toxicity ap- 
peared even after years of continuous therapy. 





5. Wallace, Stanley L.: Colchicine. Clinical Pharmacology in 
Acute Gouty Arthritis, Am. J. Med. 30:439, 1961. 
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They believe such prophylaxis is much safer 
than by the use of phenylbutazone, employed 
by some students of the disease. 

This paper by Yi and Gutman offers a 
milestone in prophylaxis against recurrent 
acute gouty arthritis. For he who would use 
this approach, it is recommended that a care- 
ful study of this article is essential for its 
details, and particularly for the relationship 
of colchicine to the use of uricosuric agents 
when necessary. 





Splenectomy in Treatment of 
Subacute Bacterial Endocarditis.” 


“In subacute bacterial endocarditis as in Hodgkin’s 
disease we know we are beaten from the start. Remis- 
sions may occur, raising the elusive hope of recovery 
but the end is early death. There are a few exceptions 
to this in subacute bacterial endocarditis but they are 
so few as to be negligible. We feel somehow that the 
patient infected with the mildly pathogenic Strepto- 
coccus viridans ought not to die. If the streptococcus is 
only a secondary invader as several authors maintain, 
then it behooves us to find the primary factors that 
enable it to become so irresistible an enemy. The in- 
teresting point made by recent writers that subacute 
bacterial endocarditis is only another manifestation of 
rheumatic infection needs further investigation. Our 
own impression is to the contrary. 

“Every imaginable agent and procedure has been 
used and practically all have been failures. This tragic 
fact led one of us a few years ago to the following re- 
flections. Is it possible that death is due chiefly to the 
manufacture of bacteria and toxins in secondary foci 
and if so, is the spleen not likely to be the most im- 
portant branch factory? In the majority of cases the 
spleen is greatly enlarged and the seat of multiple in- 
farctions. Furthermore, in what is perhaps an analo- 
gous situation, syphilitic splenomegaly, it has been 
found that treatment is sometimes unavailing until 
after splenectomy. 

“On the basis of these considerations one of us, in 
1918, proposed splenectomy as a therapeutic procedure 
in subacute bacterial endocarditis and reported a case 
which is briefly summarized as Case 1... . 

“The literature on splenectomy in septic conditions, 
particularly in subacute bacterial endocarditis is ex- 
ceedingly meager. .. . 


*Riesman, David, Kolmer, John A., and Polowe, David: 
Splenectomy in the Treatment of Subacute Bacterial Endocar- 
ditis, Am. J. M. Sc. 192:475, 1936. 


“There are unquestionably theoretical objections to 
the removal of the spleen in infective states. The spleen 
plays an important role in resistance and immunity 
through its large content of cells of the reticulo-endo- 
thelial system which are accepted as actively concerned 
in phagocytosis and in antibody production. Therefore, 
removal of the spleen would appear to be contraindi- 
cated from the point of view of removing an organ 
actively concerned in resistance and immunity. . . . 

“On the other hand, just as the resistance of the 
lymph nodes may sometimes be overcome so that they 
become the sites of abscess or tuberculosis, so the spleen 
is very commonly found to be the seat of infection 
during natural and experimentally produced _infec- 
tions, . . . 

“Summary. 1. Splenectomy for subacute bacterial en- 
docarditis is well borne even in far-advanced cases. 

“2. It has not so far been followed by a permanent 
sterilization of the blood stream in cases in which 
blood stream infection has existed. 

“3. Nevertheless, in every one of our cases life was 
unquestionably prolonged and made more comfort- 
able... . 

“4. Perhaps if the operation were done earlier in 
patients with palpable spleens and hearts not too bad- 
ly damaged, the results might be better. 

“5. As death seems to be due in the majority of cases 
to embolism, the prevention of this complication 
should be taken into consideration. Nothing, we ad- 
mit, may come of the attempt. 

“6. Treatment should not rest with splenectomy. 
Repeated small transfusions should be continued and 
bacteriophage therapy tried. 


“7. Splenectomy may prove to be a method of deal- 
ing with intractable forms of sepsis without discover- 
able focus in which splenomegaly is a prominent fea- 
ture. This group, in which subacute bacterial endocar- 
ditis may be suspected but is unproved, at present 
promises the best results from the operation.” 
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6 SOUTHERN MEDICAL NEWS 


ALABAMA 


Dr. J. F. A. McManus, member of the Editorial 
Board of the Southern Medical Journal, has resigned 
his position as Chairman of the Department of Path- 
ology at the University of Alabama Medical Center 
to accept a post as Professor of Pathology at the Uni- 
versity of Indiana. Dr. Charles H. Lupton, Jr., has 
been appointed to replace Dr. McManus. 

Dr. S. Richardson Hill, Jr., Associate Professor of 
Medicine at the University of Alabama Medical Cen- 
ter, has been named President of the American Federa- 
tion for Clinical Research. 


Dr. Donald B. Sweeney, Birmingham, Chairman of 
the Jefferson County Board of Health, has been named 
as one of the heads of the Jefferson County Health 


Care Authority. 
ARKANSAS 


The Arkansas Radiological Society has elected the 
following officers: Dr. Joseph A. Norton, Little Rock, 
President; Dr. Joe B. Scruggs, Jr., Little Rock, Vice- 
President; Dr. Charles W. Anderson, Pine Bluff, 
Secretary-Treasurer; Dr. Joseph D. Calhoun, Little 
Rock, Councilor; and Dr. Ernest A. Mendelsohn, Fort 
Smith, Alternate Councilor. 

New members of county medical societies in Arkan- 
sas are: Jefferson, Dr. Henry A. Crane, Jr., Pine Bluff; 
Pope-Yell, Dr. Martin F. Heidgen, Russellville, and 
Dr. Frank D. Gavlos, Dardenelle; and Miller, Drs. 
Joseph W. Sears and Robert M. Bransford, both of 
Texarkana. 


DISTRICT OF COLUMBIA 


Dr. David I. Livermore has been elected to the 
Board of Trustees of The Society of Nuclear Medicine. 

Dr. Edgar W. Davis, who has served on the Board 
of Governors of the American College of Chest Phys- 
icians during the past several years, was promoted to 
membership in the Board of Regents recently. Dr. 
Thomas W. Mattingly, Director of Medical Education 
at the Washintgon Hospital Center, was elected to 
fill Dr. Davis’ place on the Board of Governors. 

Dr. Edwin S. Kessler has been appointed to the 
District Commissioner’s Youth Council for a 3 year 
term. 

Col. Charles H. Moseley has been named Executive 
Secretary of the Armed Forces Epidemiological Board 
in Washington. 

Dr. John W. Latimer, Jr., has been re-elected Presi- 
dent of the Washington Heart Association. Dr. Henry 
D. Ecker was re-elected Secretary. 


FLORIDA 


A combined Arthritis and Diabetes Seminar will 
be held on Oct. 18-20, 1961, at the Balmoral Hotel, 
Miami Beach, Florida, sponsored by the Florida Chap- 
ter of the Arthritis and Rheumatism Foundation and 
the Florida Diabetes Association in cooperation with 
the Florida State Board of Health, University of Miami 
School of Medicine, and the University of Florida 





College of Medicine. Reservations may be made with 
Dr. George F. Schmitt, Secretary-Treasurer of the 
Florida Diabetes Association, 30 S. E. 8th Street, 
Miami, Florida. 

Dr. B. E. Lowenstein, Ocala, has been appointed 
Assistant Secretary to the Council on Drugs of the 
American Medical Association. 

Dr. Harry E. Wolk, Miami Beach, has been named 
a Fellow of the American College of Obstetricians and 
Gynecologists. 

Dr. Eugene G. Peek, Jr., Ocala, and Dr. Ashbel C. 
Williams, Jacksonville, have been appointed as mem- 
bers of the State Board of Health by Governor Farris 


Bryant. 
GEORGIA 


Dr. Goodloe Y. Erwin, Athens, is President of the 
Georgia Chapter of the American Society of Internal 
Medicine. 

The Georgia Heart Association’s First District Chap- 
ter recently named its officers. Re-elected to the 
Board of Directors were: Dr. J. Miller Byne, Jr., 
Waynesboro; Dr. Joseph Yates, Soperton; Dr. Curtis 
G. Hames, Claxton; and a new member of the Board, 
Dr. John R. Harrison, Millen. 

Dr. Peter Scardino, Savannah, has been re-elected 
President of the Savannah Symphony Society and has 
also received the Thomas H. Gignilliat award in the 
field of culture. 

Dr. Julian Quattlebaum, Jr., has become the second 
Board qualified thoracic surgeon in Savannah. 

Dr. Ben Looper, Canton, is President of the Canton 
Lions Club for the coming year. 


MISSISSIPPI 


Dr. Wayne Cockrell, Magee, has been named Presi- 
dent of the newly-organized Magee Jaycees. 

Dr. Joe T. Downard has been installed President 
of the Laurel Exchange Club. Dr. James C. Waites 
was named a member of the Board of Directors. Both 
physicians are of Laurel. 

Dr. Lamar Bailey, Kosciusko, is President of Ole 
Miss Medical Alumni. Dr. Howard Nelson, Greenwood, 
is Vice-President. 

Dr. Edwin M. Butler, Natchez, has been named 
Director of Adams and Wilkinson Counties Health 
Department. 

Dr. Samuel O. Massey, Picayune, has been named 
President of the Picayune Lions Club. 

Dr. lsarry P. McIntosh, Hernando, is President of the 
DeSoto County Chapter of the University of Mississippi 
Alumni Association. 

Dr. M. B. Moore, Columbia, has been appointed a 
Director of the Marion County General Hospital. 

A new director of the Newton Chamber of Com- 
merce is Dr. N. W. Todd, Newton. 

New officers of the Louisiana-Mississippi Ophthalmo- 
logical and Otolaryngological Society are: Dr. Donald 


Continued on page 50 
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*Dr. Francis C. Douglas, Vice-Chairman, 1414 Medical 
Arts Building, Dallas 1, Texas 

Dr. Malcolm P. Tyor, Secretary, Department of Medi- 
cine, Duke University Medical Center, Durham, 
North Carolina 


Section on General Practice 
Dr. Barney W. Finkel, Chairman, 6508 West Floris- 
sant Avenue, St. Louis 20, Missouri 
*Dr. Eli R. Cox, Vice-Chairman, 6331 Prospect Avenue, 
Dallas 14, Texas 
*Dr. Stanley D. Hand, Secretary, Athens Clinic, Athens, 
Alabama 


Section on Gynecology 


Dr. Wm. Durwood Suggs, Chairman, 1213 West 
Franklin Street, Richmond 20, Virginia 

*Dr. Lawrence L. Hester, Jr., Vice-Chairman, Medical 
College Hospital, 55 Doughty Street, Charleston, 
South Carolina 

Dr. Buford Word, Secretary, Doctors Center, 924 
Eighteenth Street, South, Birmingham 5, Alabama 


Section on Industrial Medicine and Surgery 


Dr. A. N. Sam Houston, Chairman, 912 Union Street, 
New Orleans 12, Louisiana 

Dr. James L. Hughes, Chairman-Elect, Box 541, Greer, 
South Carolina 

Dr. James Frenkil, Vice-Chairman, 338 West Pratt 
Street, Baltimore 1, Maryland 

*Dr. William L. Macon, Secretary, 7200 Manchester 
Boulevard, St. Louis 17, Missouri 


Section on Medicine 


Dr. Kelly T. McKee, Chairman, Medical College 
Hospital, 55 Doughty Street, Charleston, South 
Carolina 

*Dr. I. Frank Tullis, Chairman-Elect, University of 
Tennessee, Department of Medicine, 858 Madison 
Avenue, Memphis 3, Tennessee 

*Dr. James A. Farley, Vice-Chairman, 1000 Fifth 
Avenue, Fort Worth 4, Texas 

*Dr. Margaret S. Klapper, Secretary, 1919 Seventh 
Avenue, South, Birmingham 3, Alabama 


Section on Neurology and Psychiatry 

Dr. Charles E. Dowman, Chairman, 1415 Peachtree 
Street, N.E., Atlanta 9, Georgia 

Dr. Joe E. Tyler, Chairman-Elect, 309 Columbia 
Building, 2651 East 2Ist Street, Tulsa, Oklahoma 

*Dr. William G. Reese, Secretary, University of 
Arkansas Medical Center, 4301 West Markham 
Street, Litthe Rock, Arkansas 


Section on Obstetrics 

Dr. Ernest W. Franklin, Jr., Chairman, 1324 Scott 
Avenue, Charlotte 3, North Carolina 

Dr. John D. Gordinier, Vice-Chairman, 4122 Shelby- 
ville Road, Owens Medical Center, Louisville 7, 
Kentucky 

*Dr. Herbert H. Thomas, Secretary, 944 South 18th 
Street, Birmingham 5, Alabama 
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Section on Ophthalmology and Otolaryngology 
*Dr. Miles L. Lewis, Jr., Chairman, 1539 Delachaise 
Street, New Orleans, Louisiana 
*Dr. Samuel D. McPherson, Jr., Chairman-Elect, 1110 
West Main Street, Durham, North Carolina 
*Dr. Claude D. Winborn, Vice-Chairman, 3707 Gaston 
Avenue, Dallas 10, Texas 
Dr. Albert C. Esposito, Secretary, 1212 First National 
Bank Building, Huntington 1, West Virginia 
Section on Orthopedic and Traumatic Surgery 
Dr. Elias Margo, Chairman, 605 N.W. Tenth Street, 
Oklahoma City 3, Oklahoma 
Dr. H. Robert Brashear, Jr., Vice-Chairman, Uni- 
versity of North Carolina School of Medicine, 
Chapel Hill, North Carolina 


*Dr. Wood W. Lovell, Secretary, 340 Boulevard, N.E., 
Suite 545, Atlanta 12, Georgia 


Section on Pathology 
Dr. Warren B. Matthews, Chairman, c/o Kennestone 
Hospital, Marietta, Georgia 
*Dr. May Owen, Vice-Chairman, Terrell’s Laboratories, 
P. O. Box 1719, Fort Worth 2, Texas 


Dr. George J. Carroll, Secretary, Louise Obici Me- 
morial Hospital, Suffolk, Virginia 


Section on Pediatrics 

Dr. Theodore C. Panos, Chairman, University of 
Arkansas Medical Center, Little Rock, Arkansas 

*Dr. Richard W. Blumberg, Vice-Chairman, Emory 
University School of Medicine, 69 Butler Street, 
S.E., Atlanta 3, Georgia 

Dr. Harris D. Riley, Secretary, Department of 
Pediatrics, Children’s Memorial Hospital, Univer- 
sity of Oklahoma Medical Center, 800 Northeast 
Thirteenth Street, Oklahoma City 4, Oklahoma 


Section on Physical Medicine and Rehabilitation 
Dr. Torsten H. Lundstrom, Chairman, 7600 Carroll 
Avenue, Takoma Park 12, Maryland 


Dr. Solomon Winokur, Chairman-Elect, 4900 Pry- 
tania Street, New Orleans 15, Louisiana 


*Dr. Robert A. Gregg, Secretary, 4001 East Bessemer 
Road, Greensboro, North Carolina 


Section on Plastic and Reconstructive Surgery 

*Dr. Robert F. Hagerty, Chairman, 280 Calhoun 
Street, Charleston, South Carolina 

*Dr. Erle E. Peacock, Jr., Vice-Chairman, North 
Carolina Memorial Hospital, Chapel Hill, North 
Carolina : 

*Dr. Clifford C. Snyder, Secretary, 550 Brickell Ave- 
nue, Miami 32, Florida 


Section on Preventive Medicine 
*Dr. John M. Whitney, Chairman, 1114 Commerce 
Street, Dallas 2, Texas 
*Dr. Forest R. Brown, Vice-Chairman, 3400 North 
Eastern Avenue, Oklahoma City 11, Oklahoma 
Dr. T. Paul Haney, Secretary, 4616 East 15th Street, 
Tulsa 12, Oklahoma 
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Section on Proctology 


Dr. Patrick H. Hanley, Chairman, Ochsner Clinic, 
3503 Prytania Street, New Orleans 15, Louisiana 


*Dr. Alvin Baldwin, Jr., Vice-Chairman, 714 Doctors 


Building, 3707 Gaston Avenue, Dallas 10, Texas 
*Dr. R. Leeves McCarty, Secretary, 1515 Elizabeth 
Avenue, Charlotte 4, North Carolina 
Section on Radiology 


**Dr. Herbert C. Francis, Chairman, Vanderbilt Uni- 
versity Hospital, Nashville 5, Tennessee 


Dr. Seymour Ochsner, Vice-Chairman, Ochsner 


Clinic, 3503 Prytania Street, New Orleans 15, 
Louisiana 

*Dr. Robert D. Sloan, Secretary, University Medical 
Center, 2500 North State Street, Jackson 6, Mis- 
sissippi 
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Section on Surgery 


Dr. Marshall L. Michel, Chairman, 1441 Delachaise 
Street, New Orleans 15, Louisiana 

*Dr. J. Harold Cheek, Vice-Chairman, 3707 Gaston 
Avenue, Dallas 10, Texas 

*Dr. Benjamin F. Byrd, Jr., Secretary, 2122 West End 
Avenue, Nashville, Tennessee 


Section on Urology 


Dr. Reese C. Coleman, Jr., Chairman, 490 Peachtree 
Street, N.E., Atlanta 8, Georgia 

Dr. William H. Morse, Vice-Chairman, 188 South 
Bellevue Street, Memphis 4, Tennessee 

*Dr. Samuel K. Cohn, Secretary, 2701 South 10th 


Avenue, Birmingham 5, Alabama 


*New Officers—Elected at St. Louis Meeting, 1960. 
**Deceased 
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Do you know of a deserving member of Southern Medical Association whom you 
would like to nominate for one of the following Awards? If so, you are requested 
to complete the required forms for nomination at your earliest convenience. These 
awards will be presented to the recipients at the Fifty-Fifth Annual Meeting in Dallas, 
November 6-9, 1961. 


DISTINGUISHED SERVICE AWARD 


“The Distinguished Service Award of the Association may be awarded annually to any 
member of the Association in recognition of outstanding contributions to the advance- 
ment of medical science. Any member of the Association shall be eligible to receive the 
award and nominations may be made by any member of the Association.” 


This award was established in 1955 and has been bestowed upon five outstanding Asso- 
ciation members. 


RESEARCH MEDAL 


“The Research Medal may be awarded from time to time to a member of the Asso- 
ciation for meritorious and original research work provided the member has made con- 
tributions of sufficient importance to merit this distinction; the Council to provide for a 
proper committee to evaluate research work and report to the Council.” 


This award was established in 1912 and has been awarded a total of seventeen times, the 
lat award being made at the St. Louis meeting in 1960. 


SEALE HARRIS MEDAL 


“The Seale Harris Medal may be awarded to some member of the Association as recog- 
nition for important research accomplishment in the broad field of metabolism, endocri- 
nology, nutrition, or for research which contributes to a better understanding of the 
chemical changes occurring in disease.” 


This award, established at the New Orleans meeting in 1958, was awarded for the first 
time at the Atlanta meeting in 1959, and again at the St. Louis meeting in 1960. 


METHOD OF SELECTION OF RECIPIENT 


* Any member of the Association in good standing is eligible for nomination as 
a recipient of awards. 
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e Any member in good standing of the Association may nominate a recipient for awards. 


e The nominations for the recipient are evaluated by an unpublicized committee which selects 
three of the nominees annually and submits their names to the Council of the Southern Medical 
Association. 


e The Council elects annually one of the three submitted by the Committee on Special Awards as 
the recipient. 


e The election by the Council is held during the Annual Meeting of the Association and the win- 
ner is publicly presented to the Association during the last general session of the membership at 
a given annual meeting. 


MECHANICS 


Certain rules and regulations governing mechanics for nomination for awards are pro- 
vided in the Constitution. Any member of the Association desiring to place a fellow 
physician member in nomination may secure official forms upon which nominations 
shall be made from the headquarters office. Forms provide for: 


e Biographical information on the nominee, including a recent photograph 
e Medical education and training of the nominee 


e A professional history, including private practice, specialty training, contributions 
to medical literature, teaching affiliations, staff connections, etc. 


e A detailed description of a specific or general contribution or accomplishment of the 
nominee to the advancement of medical science or any of its phases upon which the 
nomination is to be based 


e Substantiating evidence of merit, including printed materials, publications, articles, 
other citations, etc. 


The completed forms (and no nomination can be processed without the completion of 
all proper forms) may be mailed to the Executive Secretary of the Association, 2601 
Highland Avenue, Birmingham 5, Alabama, or mailed direct to the First Vice-President. 
The Committee on Special Awards will submit the names of not more than three nomi- 
nees for each award to the Council during its first session at a given annual meeting and 
the election of the recipient by the Council shall be held at its first session. 


The elected recipients will be notified of their election and shall receive the award at 
the last general session of the Association. 


For further information, please write: 


SOUTHERN MEDICAL ASSOCIATION 
2601 Highland Avenue 


Birmingham 5, Alabama 
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Come to Big “D’... 


55th Annual Meeting 
November 6-9, 1961 





The Fifty-Fifth Annual Meeting of Southern Medical Association will be held in Dallas, 
Texas, November 6-9, 1961, upon invitation of the Dallas County (Dallas) and Tarrant County 
(Fort Worth) Medical Societies. Dallas—the booming city of the Southwest—holds promise, in 
the best Texas tradition, of being the site of the biggest and best SMA meeting of all. Its sister 
city, Fort Worth, only 30 minutes away, also offers numerous attractions for the visitor. 


DALLAS 


City with the Charm of Yesterday and the 
Spirit of Tomorrow 
Fabulous Dallas, one of the world’s leading 
cities, presents a striking example of the rapid 
growth of Texas and the Southwest. In just a 
single century Dallas has grown from a lonely 
log cabin on the banks of the Trinity River in 
northeast Texas to its present position of re- 
gional and national dominance. 


First Settler 


The city was born in 1841 when John Neely 
Bryan, a Tennessean, came from Arkansas to 
establish a trading post beside the Trinity 


River and sell supplies to settlers in the Re- 
public of Texas. However, Dallas’ real devel- 
opment dates from the arrival of the first rail- 
road in 1872. 

Records fail to show definitely for whom 
the City of Dallas was named. The County 
was named for George Mifflin Dallas, Vice- 
President of the United States under James 
K. Polk. 


Dallas Today 


The Dallas Urban District is now the home 
of almost 2 million Texans and is the largest 
urban area in the southern half of the United 
States east of Los Angeles. The Dallas Metro- 
politan Area has a population of 1,083,601 


Article prepared by Sandra S. Bass, staff of Southern Medical Journal. 
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PARKLAND MEMORIAL HOSPITAL 


Located just on the outskirts of down- 
town Dallas, this is the hospital of the 
city of Dallas and Dallas County. Along 
with the facilities of the Southwestern 
Medical School of the University of Texas, 
it offers medical treatment as fine as any 
available. 


BAYLOR UNIVERSITY 
MEDICAL CENTER 


This Medical Center occupies a prom 
place as a leader in technical 
professional skill and scientific 
Among the medical facilities is 
University Hospital, one of Dallas’ 
general hospitals. 
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SOUTHERN METHODIST 
UNIVERSITY 


SMU in Dallas—one of the nation’s f 
universities—has schools of law, 
engineering, business administration 
theology, in addition to its graduate sd 
and College of Arts and Sciences. 
campus boasts more than 50 
buildings, all in colonial red brick. 
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DALLAS LOVE FIELD 


e of the nation’s five busiest airports, 
allas Love Field has more than 200 
theduled commercial flights daily plus 

dreds of private plane landings and 
bke-offs. The new ultra-modern, multi- 
million dollar municipal terminal, just 542 
Miles from downtown Dallas, features 


mmomplete air conditioning, one-level oper- 


ion and moving sidewalks. 


COTTON BOWL 


Dallas’ world famous football stadium 
draws the biggest crowds in the Southwest. 
The stadium is the football home of 
Southern Methodist University’s Mustangs 
and is also the scene of the annual New 
Year's Day Cotton Bowl Game. It is 
located on the grounds of the State Fair 
of Texas. 


BRYAN’S CABIN 


An Arkansas pioneer, John Neely Bryan, 
originally from Tennessee, built a one 
room cabin on the banks of the Trinity 
River, thus founding the city of Dallas in 
1841. The restored cabin stands today on 
the lawn of the Dallas County Courthouse. 
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persons, with 679,684 (1960 Census) living in 
the city itself. Dallas ranks as the 14th largest 
city in the United States. Dallas County covers 
893 square miles, and the city includes 274 
square miles. 

But despite its size and sophistication, Dal- 
las retains its friendly appeal and charm. The 
warmth of Southwestern hospitality makes the 
newcomer feel welcome. 

Sightseers enjoy visiting the many points of 
interest, ranging from Bryan’s first cabin, 
which is located on the Courthouse lawn, to 
beautiful residential areas and modern sky- 
scraping hotels, bank and office buildings, in- 
cluding the two tallest buildings west of the 
Mississippi. And the city is changing almost 
daily as old buildings come down and modern 
structures rise in their places. Not a day has 
passed since World War II when a steel skele- 
ton or two or more has not been present to 
give testimony to Dallas’ claim of growth. 
More substantial evidence was given by the 
National Association of Building Owners who 
pointed out recently that only New York City 
has exceeded Dallas in postwar construction. 


Major Industries 


Geographically located in the heart of the 
mid-continent oil fields, Dallas is an impor- 
tant headquarters for more than 1,000 firms 
engaged in oil production and allied fields. 
The city is also a center for drilling contrac- 
tors, lease and royalty brokers and similar in- 
terests. There are scores of specialized oil in- 
dustry services here, from firms dealing in oil 
well mud to the particularly important con- 
centration of a number of world renowned 
petroleum geologists and geophysicists. 


Aircraft production, insurance, finance and 
banking, electronics and regional wholesale 
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distribution are among the city’s other lead- 
ing industries. Other important businesses in- 
clude publishing, cement plants, iron and 
steel plants, production of food products, 
grain elevators, farm implements, and cotton 
gins. Dallas has 216 insurance companies with 
home-executive offices located here—more 
than any city in the nation. In addition, sey- 
eral hundred out-of-state companies maintain 
state and/or Southwest headquarters here. 

Dallas has been called the nerve center of 
banking in the Southwest and its growth to- 
ward this goal began in 1858 when the first 
bank was founded. Today the city has 7 na- 
tional banks, 19 state banks and is the home 
of the Federal Reserve Bank for the Eleventh 
District. 

A leader among aviation in the Western 
Hemisphere, Dallas has always been one of 
the top air traffic centers of the United States, 
and is the main air center in the Southwest, 
ranking among the top 10 cities in the nation 
in every category. The city has three munici- 
pally-owned airports: Dallas Love Field, the 
airline airport, which is also the base for many 
executive and private aircraft; Red Bird Air- 
port, which is available for all types of non- 
airline aviation requirements; and Hensley 
Field, which is leased to the U. S. Defense De- 
partment as a base for both Naval and Air 
Force aviation activities. The stunning termi- 
nal building at Dallas Love Field is considered 
the finest ever designed from the standpoint 
of travelers’ convenience. 

Since the first two railroads arrived in Dal- 
las in the early 1870's, the city has become one 
of the largest shippers in the state. Today it 
has an impressive Union Terminal which was 
constructed in 1916 at a cost of $5,000,000, and 
which has been modernized recently. Nine 


DALLAS MEMORIAL AUDITORIUM 
Scene of 1961 


Annual Meeting 
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main-line railroads and some 35 line-haul 
motor freight carriers serve Dallas. The city 
has 6 highways on the New Federal Interstate 
System (only one U. S. city has more). It has 
7 state highways. 


Top Convention Center 


The city is the Southwest's top convention 
center, and is rapidly becoming one of the na- 
tion’s most popular. Dallas has over 200 hotels 
and motels with some 10,000 rooms. Conven- 
tioneers enjoy Dallas’ ample meeting and ex- 
hibit space, including the beautiful Memorial 
Auditorium, modern in appearance and ver- 
satile enough to fit any size group. This $8 
million, completely air-conditioned building 
provides over 110,000 square feet of exhibit 
space in addition to other facilities for meet 
ings. Rolling contours of the ground permit 
entry into all three elevations of the building 
from the ground level. Ramps inside the arena 
eliminate the need for stairs. The main audi- 
torium (arena), actually a gigantic circular 
stadium, is so constructed that no supporting 
column is exposed to block the view of 
patrons. Parking is provided for 1,100 cars 
in an adjoining lot. With its downtown lo- 
cation, the Auditorium is a definite part of 
the central business district. It is convenient 
to transportation, hotels, shops, restaurants, 
amusement and cultural facilities, and busi- 
nesses. 

Another popular meeting place is the $40 
million fair grounds of the State Fair of 
Texas. Grouped together here in an unusual 
civic center are the Texas Hall of State, which 
houses the extensive collection of the Dallas 
Historical Society; the Aquarium, one of the 
four largest'in the country; the Museum of 
Fine Arts; the Museum of Natural History; 
the Health Museum; State Fair Music Hall; 
and Fair Park Auditorium. Also featured in 
Fair Park is the Dallas Garden Center, a hor- 
ticultural education center with an audito- 
rium, botanical collection, and 7 
Southwestern gardens. 


acres of 


Entertainment and Recreation 


For tine and varied entertainment, Dallas is 
the place to look. It is one of the best theater 
towns in the Southwest from the standpoint of 
both motion pictures and stage productions. 
Some 70 theaters throughout the city offer a 
wide variety of films. The Dallas Theater 
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Center includes a repertory company as well 
as a theater school. This Center is housed in 
the nationally famous theater designed by the 
late Frank Lloyd Wright—the only theater by 
the famed architect. The world-renowned pro- 
fessional Margo Jones Theatre and several 
more semi-professional and amateur groups 
are located in Dallas. Numerous nightclubs 
and restaurants present excellent entertain- 
ment and food. 

Traditionally the cultural capital of the 
Southwest, Dallas also supports a major sym- 
phony orchestra. Such widely-acclaimed ar- 
tists as Maria Callas are featured during the 
Dallas Civic Opera Company’s season each 
Fall. 

Outdoor Recreation. Realizing the neces- 
sity for outdoor recreational facilities, the City 
of Dallas has constructed 115 parks in which 
ure located tennis courts, wading and swim- 
ming pools, scenic walks, attractive commun- 
ity houses and baseball and softball diamonds. 
Dallasites also enjoy golf courses, roller rinks 
and an ice skating rink, soccer fields, riding 
academies and bowling centers. The Marsalis 
Park Zoo, containing over 1,000 species of ani- 
mal, bird and reptile wildlife, is one of the 
few in the Southwest in which most of the 
animals are displayed in their natural sur- 
roundings. 

Located midway between Dallas and Fort 
Worth is “Six Flags Over Texas,” an adven- 
turous entertainment and recreation center 
for the whole family. Visitors actively relive 
the most colorful and exciting adventures of 
Texas life and development under the flags 
of Spain, Mexico, France, ‘Texas, the Confed- 
eracy, and the United States. This 105 acre, 
$10,000,000 center is easily accessible by public 
transportation, tour buses, or automobile, 
and is open from August through Thanks- 
giving. 

Hunting enthusiasts find small game— 
duck, pheasant, quail, rabbits—fairly plenti- 
ful in the wooded areas of East Texas, only a 
two hour drive from Dallas. Deer hunting is 
available in 150 of Texas’ 254 counties. 

Making these outdoor activities enjoyable 
throughout the year is the dry, tenperate, 
healthful climate with an annual n mal tem- 
perature of 66.5 degrees and an av : age an- 
nual rainfall of 34.43 inches. There are touches 
of winter, but snow is occasional and even the 
coldest Januarys have their lovely days. 
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Sports Mecca. Big-time college football, 
Class AAA baseball, professional golf, boxing 
and wrestling, and a fine program of school 
athletics are only part of the attractions that 
make Dallas outstanding sports-wise. 

The 75,504-seat Cotton Bowl is the home of 
college and professional football in the South- 
west, including the New Year’s Day classic be- 
tween the Southwest Conference champion 
and a team from another conference. 

The Dallas Cowboys in the National League 
and the Rangers in the American League rep- 
resent Dallas in professional football. Baseball 
fans cheer for the Dallas Rangers. 

Dallasites also flock to wrestling matches in 
the Sportatorium; the Dallas Country Club 
Tennis Tournament, which draws national 
and international stars; district Golden Gloves 
and National Amateur Athletic Association 
boxing meets; the Dallas Invitational Track 
Meet; and a variety of auto races featuring 
sports cars, hot rods, and midget autos. Also 
among the top drawing cards on the local 
sports scene are the athletic teams fielded by 
the Dallas high schools. 

Fashion Capital. Dallas ranks with New 
York and Los Angeles as one of the top three 
fashion centers of the nation. More than 200 
apparel and textile manufacturers satisfy every 
taste and every pocketbook. Alertness to fash- 
ion trends and the latest developments in cus- 
tomer services have won for Dallas the excel- 
lent and far-flung reputation its retail stores 
enjoy. As the location of Dallas’ largest con- 
centration of retail establishments, Downtown 
Dallas claims the title of ““Texas’ largest shop- 
ping center.” 


Educational Facilities 


Along the educational channel Dallas is the 
home of Southern Methodist University with 
an enrollment of more than 5,000 students, 
which is known throughout the United States 
for its pre-medical, law and engineering cour- 
ses, theological studies, and school of business 
administration. The University also has a 
Graduate Research Center and is one of the 
few schools in the country to have a Univac 
“brain” on its campus. In nonacademic fields, 
fine athletic teams and musical groups have 
earned it national acclaim. ‘The Southwestern 
Medical College of the University of Texas, 
Baylor Dental School, University of Dallas and 
Dallas Theological Seminary are also located 
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here. Dallas has 153 public schools and 
numerous private schools. 


Medical Center 


Dallas has gained wide fame in recent years 
as a medical center. As this reputation in- 
creased new hospitals were established until 
the city now has 29, with some 3,500 beds. 


The Baylor University Medical Center is noted 


for research and technical skill. Among its 
facilities is Baylor University Hospital. The 
Dallas County Medical Society has 1,106 
members and the Dallas County Dental Society 
has 425 members. 

Dazzling Dallas is all its boosters claim and 
more. It is indeed big and prosperous, but the 
city has never lost that Southwest hospitality 
that makes it a favorite. 


FORT WORTH 
Where the West Begins 


Fort Worth, the county seat of Tarrant 
County, is located 32 miles west of Dallas at 
the junction of the West and Clear forks of 
the Trinity River. Fort Worth is a city of 
contrasts. It has a metropolitan area of more 
than a half million people. It has modern free- 
ways and towering buildings, huge suburban 
shopping centers, large industrial plants, im- 
portant military establishments, and outstand- 
ing park and amusement facilities. Yet this 
progressive city still retains a small town’s 
friendly atmosphere and the spirit of the 
frontier that was its beginning. 


Settlement and Early History 


Following settlement of the area in 1843, 
Camp Worth (later Fort Worth) was estab- 
lished as an Army post in 1849 by Major 
Ripley A. Arnold to protect the settlers against 
Indian raids. (The post was named after Gen- 
eral William J. Worth, Commander of the 
Eighth and Ninth United States Military De- 
partment headquartered in San Antonio.) Fort 
Worth served as a camp during the Mexican 
War, but was the scene of only one brief 
battle. Although the post was evacuated in 
1853, the small trading settlement which had 
grown up around it remained. The town be- 
came a county seat in 1856 and was incorpo- 
rated in 1873. Fort Worth really began to 
thrive when the Texas and Pacific Railway 
reached it in 1876. 
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Modern Fort Worth 


The tiny outpost on the frontier has now 
grown to a bustling industrial metropolis of 
573,215 (metropolitan area). The city itself 
has 356,268 inhabitants, making it 34th in size 
in the country. 

Fort Worth is the geographic center of the 
huge, rich North Texas market comprised of 
nine adjacent counties. Its trade territory is 
firmly established among the nation’s top 11 
in such vital areas of economic activity as pop- 
ulation, wholesale and retail sales, banking, 
service trades receipts, and manufacturing 
employment. 


The city is: 
e The second largest aircraft production 
center in America. 


Center of the most active oil regiom in the 
world. 


The largest livestock marketing and proc- 
essing center south of Kansas City. 


The capital of grain milling and storage 
in the South. 

e The South’s number | producer of air 
conditioning equipment, quality package 
candy, high grade work garments, sports 
clothes and uniforms. 


METROPOLITAN FORT WORTH, TEXAS, with a population of 573,215. 


« 


e The “Detroit” of boat manufacturing. 

Helping to make Fort Worth the second 
largest aircraft production center is General 
Dynamics, one of the world’s largest industrial 
plants, which is now producing for the U. S. 
Air Force the nation’s only supersonic bomb- 
ers—the B-58 Hustler. General Dynamics is 
also building booster sections for the Air 
Force’s Atlas, inter-continental ballistic mis- 
sile, plus engaging in a number of research 
and development projects in the atomic energy 
field. 

The helicopter division of Bell Aircraft in 
Fort Worth has sold more commercial rotary- 
wing aircraft than all other manufacturers 
combined, in addition to its military helicop- 
ters. The company is a pioneer and world 
leader in helicopter electronics and instru- 
mentation programs. 


Fort Worth has not neglected air transpor- 
tation while concentrating on aircraft manu- 
facture. The Air Force’s Strategic Air Com- 
mand has a key post at Carswell Air Force 
Base. Amon Carter Field is considered one of 
the nation’s safest, most convenient, and most 
modern airports. Meacham Field, a municipal 
airport, has consistently been within the first 
ten airports in the nation in volume of traffic 
and based aircraft. 
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Oil is also an important industry for Fort 
Worth is in the geographical center of the 
most active oil region in the world. Related 
industries include oil refining, oil field equip- 
ment,—in all, more than 400 oil-related con- 
cerns are to be found in the city. 

The cattle industry gave the city its first big 
economic boost as Fort Worth became a major 
station on the famous Chisholm Trail along 
which cattle were herded to Kansas. Stock- 
yards, packing houses and allied industries 
followed until today the city is a major live- 
stock marketing and processing center. 

Fort Worth is in a fertile agricultural re- 
gion and is the largest terminal grain market 
in the South or Southwest, and fifth in the na 
tion. Related businesses are flour and feed 
milling and cotionseed oil milling. Agricultu- 
ral products in Tarrant County also include 


Four attractions located in Amon Carter Square, a civic 
center: (1) FORT WORTH CHILDREN’S MUSEUM. 
Rated as one of the top five children’s museums in the 
nation, it includes a fine observatory as well as the usual 
exhibits and laboratories. (2) AMON CARTER MU- 
SEUM OF WESTERN ART. Fort Worth’s multi-million 
dollar coliection of paintings, pictures, sculptures, books and 
other objects of Western art has attained nationwide promi- 
nence in a short time and has become one of the city’s 
most popular tourist attractions. (3) CASA MANANA. 
This very unique theater-in-the-round is beautifully finished 
inside with colors of coral and gold and is considered one 
of the finest such buildings in the country. (4) WILL 
ROGERS AUDITORIUM, COLISEUM AND EXHIBIT HALLS. 
The Auditorium and Coliseum house shows ranging from 
sporting events to ice shows, concerts and touring plays. 
The South’s best stock show plant stretches to the rear of 
the twin, dome-shaped Coliseum and Auditorium. The 
world’s original indoor rodeo is held here for 10 days in 
conjunction with the Southwestern Exposition and Fat Stock 
Show every winter. 
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dairy produc is, peanuts, cotton, corn and vari- 
ous other feed and vegetable crops. 


To be the trade and shipping center of an 
industrial region, a city must have excellent 
transportation facilities. Fort Worth has these. 
Besides the airports already mentioned, rail- 
roads, which first put the city on the map, 
also offer good service. Practically every trunk 
line railroad operating through the Southwest 
enters Fort Worth. Five bus lines provide 
crack service and the city is served by 37 com- 
mon carrier motor freight lines. 

Nine major highways link the Greater Fort 
Worth metropolitan area with all chief indus- 
trial, commercial and agricultural centers in 
the region. Within the city itself, a well- 
advanced system of freeways already provides 
a downtown interchange, a downtown express- 
way, and a network of 4 and 6 lane limited 
access freeways to the larger outlying neigh- 
borhoods. 


Cultural Center 


Despite its industrial aspects, Fort Worth is 
a cultural center with many attractions for 
the visitor. The city supports a civic opera 
association, a civic music group and a sym- 
phony orchestra. All through the year, tour- 
ists throng “Cowtown, USA,” where buildings 
have been converted to Old West styles. 

Amon Carter Square. A civic center, Amon 
Carter Square, houses several attractions. The 
Will Rogers Memorial Coliseum, Auditorium 
and Exhibit Halls are Fort Worth’s Town 


THE DALLAS STORY 


BOTANIC GARDEN 


Known to lovers of beauty everywhere, 
this magnificent Botanic Garden is a li- 
brary of living plants only two miles from 
the heart of the business district in the 
beautifully wooded southwestern section of 
Trinity Park. The area comprises about 50 
acres of natural forest, rolling lawns and 
formal and informal gardens. 


Hall deluxe. The 6,000 seat Coliseum is the 
scene of the Southwestern Exposition and 
Fat Stock Show complete with its World 
Championship Rodeo, the world’s original in- 
door rodeo. The Coliseum also presents ice 
shows (on one of the finest ice rinks in 
America), basketball games, and _ boxing 
matches—including the state Golden Gloves 
tournament. The 3,000 seat Auditorium at- 
tracts concerts, operas and touring plays. 
The fashionable Casa Manana Theater is 
a dazzling, aluminum-domed _theater-in-the- 
round on Amon Carter Square. It serves as a 
year-round showcase for plays, concerts, and 
touring productions. —The Art Museum has 
an extensive collection of old and modern 
masters of paintings and sculptures. The col- 
lections include both traveling and perma- 
nent exhibits. —The Children’s Museum is a 
half million dollar institution offering exhib- 
its in natural science, social science and his- 
tory, with emphasis on pioneer history. Also 
serving to retain Fort Worth’s frontier flavor 
is the Amon Carter Museum of Western Art, 
one of the world’s most important collections 
of western pictures, sculpture, books and other 
art objects. 

Ranked with the best is the James R. Record 
Aquarium. This $100,000 building presents 
many varieties of aquatic life, both native and 
foreign species, including fish, eel, alligator, 
seal, snapping turtles, and sea horses. 

Parks. Trinity, Forest and Rock Springs 
Parks, sprawling through the heart of the city, 
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provide a woodland wonder. The Trinity 
River flows along the park areas. Located in 
the beautifully wooded southwestern section 
of Trinity Park, the Botanic Garden, with its 
rose ramp, is among the finest anywhere. This 
library of living plants contains 150,000 ex- 
amples of 2,500 species and covers 50 acres of 
natural forest, rolling lawns and formal and 
informal gardens. Forest Park Zoo, complete 
with a children’s zoo with exhibits patterned 
after nursery rhymes, is regarded as the South- 
west’s finest. The Zoo’s new air-conditioned 
Herpetarium is the nation’s largest and best 
stocked. 

The extensive park and recreation facilities 
include miles of scenic drives . . . golf courses 

. swimming pools . . . tennis courts . . . base- 
ball and softball diamonds . . . picnic facilities 
. . . horseback riding and cycling. Six large 
inland lakes in the area offer fishing, boating, 
swimming and resort accommodations. The 
city has 5 country clubs and about a dozen 
dude ranches. 

This sports-minded city offers its citizens 
and visitors many activities in both spectator 
and participating sports. Athletic teams from 
Texas Christian University, member of the 
Southwest Conference, and from Texas Wes- 
leyan College, a member of the Big State Con- 
ference, and the Rangers baseball club of the 
American Association furnish top-flight spec- 
tator sports. La Grave Field, an outstanding 
baseball plant, is located here. 


Education 
Texas Christian University, with an enroll- 
ment of 8,600 students, is Fort Worth’s major 
educational institution. This top-ranking col- 
lege has an extensive curriculum in arts and 


SOUTHERN MEDICAL JOURNAL 


OCTOBER 196] 


sciences. Texas Wesleyan College, with about 
1,600 students, offers superior courses in mu- 
sic, arts and general collegiate work. Academic 
and junior college work is offered by Our 
Lady of Victory Academy. The Southwestern 
Baptist Theological Seminary, with some 
2,250 students, is one of the largest seminaries 
in the country, and is still expanding. Six 
miles east of Fort Worth is Arlington State 
College, a 4-year school specializing in engi- 
neering and business administration. The 
American Airlines Stewardess College is a 
unique training institution equipped to in- 
struct 1,000 students each year. Fort Worth 
also has 105 public and 11 private schools. 


Medical Facilities 


The metropolitan area (Tarrant County) 
supports 8 general hospitals, two children’s 
hospitals, and a tuberculosis sanatorium. In 
addition, there are 84 clinics, 35 private con- 
valescent-rest homes and sanatoriums, three 
maternity homes with hospital facilities, and 
a public health center. The new supervoltage 
cancer clinic, Radiation and Medical Research 
Foundation of the Southwest, was built in 
Fort Worth after a nationwide search for the 
right city. A nonprofit clinic designed to serve 
anyone who needs it, this institution has facil- 
ities including a 2,000,000 volt Van de Graaff 
x-ray generator, a cobalt 60 generator, and a 
radioactive isotope laboratory. The U. S. 
Public Health Service Hospital cares for and 
treats patients suffering from a variety of 
mental illnesses, including drug addiction. 

Fort Worth is called “most typically Texas 
of all Texas cities, . . . for it offers a unique 
combination of modern-day progress and 
‘Cowtown’ flavor not found in the state’s other 
major cities.” 
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nique Browse and buy handmade silver at Sanborn’s, Calpini, Prieto and Vendome; leather and suede 
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Snapper Vera Cruz style, sauteed with pimentos and spices; delicious tropical fruits like 
rebanados (sliced fresh figs), guacamole (a mashed avocado salad) or pomegranates; and 
other popular Mexican dishes. 

Siesta—then for a swim at one of the pools at the Puebla Road—inland or deep sea fishing 
—Charreada or rodeo at the Rancho del Charro — baseball, boxing or wrestling at the 
Arena Coliseo or Arena Mexico—and BULLFIGHTS from October through March every day 
at 4 p.m. 

Evening entertainment ranges from Vaudeville at the Lirico, Follies and the Margo to the- 
aters featuring plays by Mexican and foreign authors—tent shows, where you pay by the act, 
very informal and colorful—to jazz with a cool beat at El Eco. 

The climate is perpetually springlike. Dress as you would in the Spring at home—a coat al- 
ways comfortable in the evening. Mexico City, the tenth largest city in world with a 
four million plus population, is a metropolis of gleaming glass and steel skyscrapers, 
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broad new avenues, ultra-modern apartments and hotels contrasted against the majestic 
buildings of Toltec, Aztec, Tarascan, Olmec and Mayan Cultures. 


FOR ADDED ATTRACTION THERE ARE SIDE TRIPS TO— 


Gay, informal Taxco,—cobbled streets winding up and around steep mountain slopes, 10] 
miles from Mexico City. This is the best place to buy silver, where it is worked lovingly 
according to technics that artisans hand down from generation to generation. 


Cuernavaca, 37 miles south of Mexico City, filled with handsome villas and gardens famous 
for their brillant tropical flowers. A historic landmark, Cortes Palace, is one of the oldest 
buildings in the Western world, dating back to 1530. 


Acapulco, an hour by plane from Mexico City, is built around a great blue bay, rimmed with 
steeply sloping mountains. Modern hotels rise tier on tier above the sea where centuries ago 
galleons from China had landed. Near Acapulco is Revolcadero Beach, famed for its 
superb white sand, lush tropical surroundings and heavy surf. 


This is but a glimpse at the fascinating country of Mexico and the many exciting experiences that 
await you on the postconvention tour especially arranged for your pleasure by Southern Medi- 
cal Association. 


The tour will leave Dallas on November 9 and return to Dallas on November 18. 


For further information concerning this tour—write: 


MEXICO TOUR 
Southern Medical Association 
2601 Highland Avenue 


Birmingham 5, Alabama 


Comeon .. . join.the 
Group... In 











BE SURE... 


NOW 


Address, Stamp, 
Mail This Card! 


Welcome to Big “D” 


for the 55th Annual Meeting of the 


Southern Medical Association 
Dallas, Texas November 6-9, 1961 


HOTELS SINGLE DOUBLE TWIN SUITES 
Adolphus $5.00-$11.00  $ 9.00-$14.00  $10.00-$19.00 $20.00-$40.00 
Baker 6.50- 11.00 9.50- 13.00 11.00- 15.00 25.00- 41.00 
Dallas 5.00 8.00- 10.00 8.00- 15.00 18.00- 24.00 
Mayfair 5.00 7.50 8.00- 8.50 iin 
Sheraton-Dallas 16.50- 20.50 11.50- 21.00 38.00- 54.00 
Southland 5.50- 8.50 7.50- 15.00 17.50- 28.50 
Statler-Hilton 10.00- 15.00 12.50- 18.00 27.00- 58.00 
Travis 6.00 11.00 9.00- 12.00 15.00 
White Plaza 5.00- 10.00 8.00- 12.00 7.00- 12.00 17.50- 27.50 


Application for room accommodations 
Please print or type four choices of Hotels: 


ssc se anemia ite cea a MUU ace ale bales ie asco 


pT ERIN USED Nir at en MRM Ter ae. tantononen ves > 


em Room(s) for. 4 Rate $____ to $_____per room. 
____Double Room(s) for____person(s). Rate $______ to $_____per room. 
—__—Twin Room(s) for. , Rate $_______ to $_____per room. 
—___2-Room Suite for______person(s). | SR RS 

Other type 
Dete Arriving Dalles ANP, 
Leavi 


Rooms will be occupied by: (Please attach list of additional names if you do not 
have sufficient space here. Also list ages of children, if any.) 





Name Street Address City 


please return to Convention Housing Bureau, Southern Medical Association, 
1507 Pacific Avenue, Dallas, Texas 








A complete meeting . 


e@ General Sessions 
e@ Symposia on Medicoeconomics 


~ 5 and other timely subjects 
th 


@ 21 Scientific Sections 


Allergy Orthopedic & Trau 
‘ matic 
Annual Aaaetiaietegy Surgery 
Derma & Pathology 
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Industrial Medicine Plastic & Reconstructive 
& Surgery Surgery 
Medicine Proctology 
DALLAS ae a 
Obstetrics Radislegy 
Ophthalmology & Surgery 
Otolaryngology Urology 


@ 21 Section Guest Speakers—outstanding men from 
each of the 21 Specialties from all sections of the county. 


November 6-9, 1961 e@ President’s Luncheon 


@ President's Night—Dinner-Dance—evening of 
gala entertainment 








e Alumni Reunions 
SOUTHERN alec 
e@ Conjoint Society Meetings 
Golf Tournament 
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@ Scientific Exhibits 
| ASSOCIATION © Technical Exhibits 
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| 
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PRESIDENT’'S MESSAGE 


As you can see in these pages, a most 
enjoyable and instructive program has 
been arranged for the Dallas meeting. 

The four symposia will be worth 
the trip to Texas. Everyone will want 
to be present for “When Disaster 
Strikes!”” and I know of few doctors 
who would not profit materially by 
attending the one on Medicoeconom- 
ics. In addition to the improvement 
of your erudition, think of the pleas- 
ure you will have rejoining old friends 
and making new ones. 

The Ladies are going to have much 
more attention paid to their enter- 


tainment than ever before. Then, 





too, there is that fabulous shopping 
center for them. 

For those who have not already made reservations for the Dallas Meeting of the 
Southern Medical Association, November 6-9, 1961, now is the time. A hotel reserva- 
tion form may be found in this Preliminary Program. Never have prospects been 
brighter for a more successful meeting than for this, our fifty-fifth. Our General Chair- 
man, Dr. Charles Max Cole, and his committees have done everything possible to make 
our stay in Dallas pleasant and profitable in every way. They seem to have the coop- 
eration of each of those energetic Texas members who want to do it the Texas 
way. They deserve the thanks of the entire Association. 


For those who want to extend their vacation, there is the short trip over into 
Mexico. This will be an unusually nice tour complete with a Medical Seminar in 
Mexico City. 


I trust that I shall have the pleasure of greeting you in Dallas. 


LeEE F. Tur.incton, M.D. 


President, Southern Medical Association 








WELCOME TO DALLAS 


Souvnenn MEDICAL ASSOCIATION is coming back to Dallas! Hosts for the 
55th Annual Meeting—Dallas County Medical Society and Fort Worth’s Tarrant 
County Medical Society—welcome physicians of this distinguished body, their fami- 


lies and friends, who will be guests of our friendly city for the four-day sessions, 
November 6-9, 1961. 


Southern Medical Association’s membership has almost doubled since its 1951 
meeting in Dallas. But the Southwest’s top convention city is well prepared to take 
care of the thousands who will be here for the scientific sessions of the second lar- 
gest general medical group in the nation. 

HOTEL ACCOMMODATIONS—200 hotels and motels, with some 10,000 
rooms, providing singles, doubles, suites 
stars. 

MEMORIAL AUDITORIUM—This completely air conditioned, $7 million 
auditorium, has 110,000 square feet of exhibit space, in addition to meeting rooms 
for all sized groups. Entry is provided into all three elevations of the building from 


the ground level, with wide, gently inclined ramps. More than 2,000 cars can be 
parked around the building. 


A MEDICAL CENTER—Dallas has twenty-nine hospitals with a total of 3,500 





even private patios for relaxing under the 


rooms. . . . The University of Texas Southwestern Medical School and the Baylor 
University School of Dentistry. Tarrant County supports eight general and two chil- 
dren’s hospitals . . . tuberculosis sanitorium . . . 84 clinics . . . a public health center 


and cancer clinic. Fort Worth has a U. S. Public Health Service Hospital for the 
treatment of drug addicts, and the study of causes of drug addiction. 


PLACES TO VISIT—Museum of Fine Arts @ Museum of Natural History e 
Texas Hall of State @ State Fair Music Hall e Aquarium @ Dallas Theater Center 
e@ Fort Worth Art Center @ Famous Shops @ Fort Worth Children’s Museum e 
Fort Worth Botanic Garden @ Forest Park Zoo @ Nightclubs and fine restaurants. 

TRANSPORTATION—Dallas is one of the air traffic centers of the United 
States, with three municipally-owned airports and a new terminal at Dallas Love 
Field. Nine mainline railroads, six Federal Interstate Systems and seven State High- 
ways serve the city. 


All roads lead to Dallas—where East meets West—and the charm of the 
frontier blends with the luxury of modern living! Don’t miss the “55th” 
in Dallas. 
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GENERAL INFORMATION 
Registration 


The registration desks will be located in the Dallas 
Memorial Auditorium beginning Monday morning, 
November 6, at 8:00 a.m. and continuing daily until 
5:00 p.m. The Auditorium is headquarters for all 
scientific sessions, registration, exhibits and informa- 
tion. 


Tickets 


Tickets to the President’s Luncheon, President's 
Night, and to all regularly scheduled luncheons and 
dinners of the Sections and of alumni and fraternity 
groups may be secured near the registration area 
where each group will have a representative. 


Executive Offices, Adolphus Hotel 


The office of the Executive Secretary and staff will 
be open from 7:00 a.m. until 6:00 p.m. daily, Novem- 
ber 5-9, inclusive. The office will be located in Parlor 
B at the Adolphus Hotel. 


Pressroom, Dallas Memorial Auditorium 


The pressroom, under the direction of Mr. J. Morgan 
Smith, will be located in the Dallas Memorial Audi- 
torium. 


SHERPAGE—VIDEO PAGING SERVICE 


SherPage video paging service is available for the 
convenience of the members and guests of the Associa- 
tion. SherPage monitors are located in all meeting 
rooms. Attached to each TV monitor is a telephone. 
To give your message use one of these telephones. 
The party concerned will be paged on the TV screens 
and the message given when the page is answered. 
Also, when you see your name paged on the TV 
screen, please pick up the telephone attached to the 
TV monitors and disclose your identity to receive the 
message waiting for you. 

SherPage is a complimentary service offered by 
Sherman Laboratories of Detroit, Michigan. 


WHO MAY ATTEND 


All scientific activities, meetings and exhibits at 
the Dallas Meeting will be available to physicians who 
are members in good standing of their local and 
state medical societies. Those who are not members 
of the Southern Medical Association will show mem- 
bership cards evidencing membership in their local 
and state societies. All scientific meetings and exhibits 
will be available to residents, interns, senior and junior 
medical students, technicians and nurses. There is no 
registration fee at Southern Medical Association meet- 
ings. 


WHO MAY BE MEMBERS 


MEMBERSHIP—The membership of this Associa- 
tion shall be limited to eligible members of the various 
state and local medical societies of the following states, 
viz: Alabama, Arkansas, District of Columbia, Florida, 
Georgia, Kentucky, Louisiana, Maryland, Mississippi, 
Missouri, North Carolina, Oklahoma, South Carolina, 
Tennessee, Texas, Virginia, West Virginia, and eligible 
medical officers of the United States Army, Navy, 
Public Health Service and Veterans Administration, 
and eligible American members of the Canal Zone 
Medical Association and the Puerto Rico Medical As- 
sociation. 

DUES—The dues of this Association (which include 
a year’s subscription to the Southern Medical Journal) 
shall be $10.00 per year, payable annually. 


PROGRAM, DALLAS MEETING 
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ALUMNI AND FRATERNITY REUNIONS 


The following medical schools and fraternities have 
arranged for luncheons or dinners. Further informa- 
tion and tickets to these events may be obtained near 
the registration area at Dallas Memorial Auditorium. 
DUKE UNIVERSITY SCHOOL OF MEDICINE, Dur- 

ham, N. C. Dinner, Tuesday, November 7, Chaparral 

Club, Southland Life Building. Dr. A. J. Gill, 5323 

Harry Hines Boulevard, Dallas 35, Texas, Chairman. 
EMORY UNIVERSITY SCHOOL OF MEDICINE, 

Atlanta, Ga. Social hour. Time, date and location 

to be announced. 

MEDICAL COLLEGE OF GEORGIA, Augusta, Ga. 
Cocktail party, Tuesday, November 7. Time and 
location to be announced. Dr. Charles H. Bruce, 
8741 Aldwick, Dallas 18, Texas, Chairman. 

MEDICAL COLLEGE OF SOUTH CAROLINA, 
Charleston, S. C. Cocktail party and dinner, Tues- 
day, November 7, 7:30 p.m., Adolphus Hotel, Parlor 
F. Dr. Jack C. Norris, 490 Peachtree Street, N.E., 
Atlanta, Ga., Chairman. 

TULANE UNIVERSITY SCHOOL OF MEDICINE, 
New Orleans, La. Plans to be announced. Dr. Oran 
V. Prejean, 1317 N. Washington, Dallas 4, Texas, 
Chairman. 

UNIVERSITY OF ARKANSAS SCHOOL OF MEDI- 
CINE, Little Rock, Ark. Banquet, Tuesday, Novem- 
ber 7. Time and location to be announced. Dr. 
Durwood Neal, 1556 W. Magnolia, Fort Worth, 
Texas, Chairman. 

UNIVERSITY OF LOUISVILLE SCHOOL OF MEDI- 
CINE, Louisville, Ky. Cocktail party and dinner, 
Monday, November 6, Adolphus Hotel, Parlor A. 

UNIVERSITY OF MISSISSIPPI SCHOOL OF MEDI- 
CINE, University, Miss. Open House Social, Monday 
and Tuesday, November 6 and 7, 5:00-7:00 p.m., 
Adolphus Hotel, Dr. S. Lamar Bailey’s suite 
(1906-05). Mr. C. W. Price, University Medical Cen- 
ter, Jackson, Miss., Chairman. 

UNIVERSITY OF NORTH CAROLINA SCHOOL OF 
MEDICINE, Chapel Hill, N. C. Social hour and 
dinner, Monday, November 6, 6:00 p.m., Adolphus 
Hotel, Parlor G. Mr. Emory S. Hunt, University of 
North Carolina School of Medicine, P. O. Box 1020, 
Chapel Hill, N. C., Chairman. 

UNIVERSITY OF PENNSYLVANIA SCHOOL OF 
MEDICINE, Philadelphia, Pa. Cocktail party and 
buffet, Tuesday, November 7, Adolphus Hotel, Dan- 
ish Room. Dr. Stewart A. Fish, 1311 N. Washington, 
Dallas, Texas, Chairman. 

UNIVERSITY OF TENNESSEE COLLEGE OF MED- 
ICINE, Memphis, Tenn. Plans to be announced. 
UNIVERSITY OF VIRGINIA SCHOOL OF MEDI- 
CINE, Charlottesville, Va. Reception, Monday, No- 

vember 6, 6:30 p.m., Sheraton-Dallas Hotel, Alamo 

Room. Dr. McLemore Birdsong, University of Vir- 

ginia Hospital, Charlottesville, Va., Chairman. 

VANDERBILT UNIVERSITY SCHOOL OF MEDI- 
CINE, Nashville, Tenn. Reception, Tuesday, Novem- 
ber 7, Adolphus Hotel, Parlor D. 

WASHINGTON UNIVERSITY SCHOOL OF MEDI- 
CINE, St. Louis, Mo. Cocktail party, Tuesday, No- 

7, 5:30-7:30 p.m., Adolphus Hotel, Parlor G. 


vember 7, 
PUBLIC TELECAST 


In cooperation with the Southern Medical Associa- 
tion, Merck Sharp & Dohme will sponsor and produce 
a public telecast entitled “Medical Care for Adoles- 
cents.” 

The show will originate over one of the Dallas tele- 
vision stations. The time, date, and channel will be 
announced later. 
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SCIENTIFIC COLOR TV PROGRAMS 


Through the courtesy of Smith Kline & French 
Laboratories of Philadelphia, Pa., a full schedule of 
color television programs will be screened at the 
Dallas Memorial Auditorium. The program, prepared 
by Dr. Cecil G. Yarbrough, Dallas, Texas, Chairman 
of the Television Committee, is as follows: 


Monday, November 6, 9:00 a.m. 


Dallas Memorial Auditorium 
Ophthalmology and Otolaryngology 


Laryngectomy. (Surgery and Panel) 
Moderator: CLaAupE D. Wrtnporn, Dallas, Texas 
Panel Members: 
HERBERT H. Harris, Houston, Texas 
DANiEL M. MARTINEZ, Dallas, Texas 
GrEorGE S. McREYNOLDs, Galveston, Texas 


Glaucoma, Open Angle. (Surgery and Panel) 


Monday, November 6, 2:00 p.m. 
Dallas Memorial Auditorium 
Proctology 
Diverticulitis: Diagnosis, Complication, and Treat- 
ment. 
Moderator: Ropert J. Rowe, Dallas, Texas 
Panel Members: 
Jack G. Kerr, Proctologist, Dallas, Texas 


Jerry E. Mivver, Radiologist, Dallas, Texas 
Curtice Rosser, Proctologist, Dallas, Texas 


Tuesday, November 7, 9:00 a.m. 
Dallas Memorial Auditorium 
Gastroenterology, Medicine and Surgery 
Harrison J. SHULL, Nashville, Tenn., presiding. 


Panel Discussion: Chronic Benign Disease of the 
Bowel. 
Moderator: Donatp F. Marion, Miami, Fla. 
Panel Members: 
Morris J. FOGELMAN, Surgeon, Dallas, Texas 
FRANZ J. INGELFINGER, Gastroenterologist, Boston, 
Mass. 
J. R. WittiaMs, Radiologist, Dallas, Texas 
Surgeon: G. Tom Suires, Dallas, Texas 


Open Discussion. 


Tuesday, November 7, 3:00 p.m. 
Dallas Memorial Auditorium 
Pathology, Radiology and Urology 


Panel Discussion: Tumors of the Genitourinary Tract. 
Moderator: Harry M. Spence, Urologist, Dallas, Texas 
Panel Members: 


Jerry E. MILLER, Radiologist, Dallas, Texas 
VERNIE A. STEMBRIDGE, Pathologist, Dallas, Texas 
ELcin W. Ware, Jr., Urologist, Dallas, Texas 
A live television panel consisting of representatives from the 
specialties of Pathology, Radiology and Urology will discuss 
the clinical aspects, diagnostic features, treatment and prognosis 
of certain select tumors of the genitourinary tract. Illustrative 
cases will be followed by an informal discussion. 
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Wednesday, November 8, 9:00 a.m. 
Dallas Memorial Auditorium 
Plastic and Reconstructive Surgery 


Panel Discussion: Treatment of Congenital and 
Traumatic Hand Problems. 


Moderator: CLirForD C. SNypER, Miami, Fla. 
Panel Members: 

James H. HeEnoprix, JR., Jackson, Miss. 

DEAN C. Kipp, Dallas, Texas 

Joun D. Patterson, Fort Worth, Texas 
Surgeons: 

E. FRANK Dunton, Dallas, Texas 

Mark L. Lemmon, Dallas, Texas 

WILLARD C. SELLMAN, Dallas, Texas 


Wednesday, November 8, 2:00 p.m. 


Dallas Memorial Auditorium 
Gynecology and Obstetrics 


Chairmen for the Television Program: 
James T. Downs, III, Dallas, Texas 
STEWART A. Fisu, Dallas, Texas 


Diagnosis and Treatment of Pelvic Mass. 
Moderator: DONALD GRANT HArreEL, Dallas, Texas 
Surgeon: REUBEN H. ADAMS, JR., Dallas, Texas 
Radiologist: JACK R. REyNoxps, Dallas, Texas 
Panel Members: 


Fred J. Bonte, Dallas, Texas 

MicHAEL Howetrt, Dallas, Texas 

WiLuiAM G. LANGsTON, Dallas, Texas 
Pathologist: VERNIE A. STEMBRIDGE, Dallas, Texas 


GOLF TOURNAMENT 


The thirty-eighth annual golf tournament for men 
of the Southern Medical Association will be held 
Monday, November 6, at the Glen Lakes Country 
Club in Dallas. Tournament play will consist of one 
eighteen-hole round of medal play, and entrants are 
privileged to play any time Monday. Please check with 
the Pro at the Club prior to playing your round and 
turn in your card to him after play. 

It will facilitate handicapping if participants wili 
bring a statement of their club handicap with them 
Each golfer is requested to wear the regular SMé 
registration badge for identification when visiting th: 
Club. All golfers are urged to bring their own clubs. 

The three major trophies in play this year are th 
(1) New Orleans Item Cup for low gross, junior clas: 
(under 50 years of age); (2) the Miami Daily New. 
Cup, in play for the ninth time for low gross, senior 
class; and (3) the Dallas Morning News Trophy, iu 
play since 1925, handicap for low net. 

All participants in the tournament must be physi- 
cians who are properly registered at SMA headquarters 
and must wear the official registration badge to be 
accorded the privileges of the Glen Lakes Country 
Club. 


Arrangements for the Tournament were made by 
the Golf Committee of which Dr. B. C. Halley, Jt. 
of Dallas, is Chairman. 
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WOMAN’S AUXILIARY 


The Woman’s Auxiliary to the Southern Medical 
Association will hold its 37th annual meeting in Dallas 
in conjunction with the Southern Medical Association. 

The Auxiliary will have its headquarters at the 
Statler-Hilton Hotel where all of their activities will 
be centered. 

The session will be presided over by Mrs. Kalford 
W. Howard, President, Portsmouth, Virginia. 

At the conclusion of the sessions Mrs. Roy A. 
Douglass, Huntingdon, Tennessee, will be installed as 
President. 

Program for the Woman's Auxiliary appears on 
page 45. 


MEDICAL STUDENT REPRESENTATIVES 


The Association will again invite representatives of 
the senior class of nine medical schools to be its guests 
for the meeting. These fine young doctors of the 
future will have an opportunity to observe every 
phase of the operation of a Southern Medical meeting. 

The agenda will include visits to the Section pro- 
grams, exhibits and medical facilities in the Dallas 
area. 

Schools which will be invited to send an elected 
representative are: 

Baylor University College of Medicine, Houston, 
Texas 

Louisiana State University School of Medicine, New 
Orleans, Louisiana 

Medical College of Alabama, Birmingham, Alabama 

Tulane University School of Medicine, New Orleans, 
Louisiana 

University of Louisville School of Medicine, Louis- 
ville, Kentucky 

University of Mississippi School of Medicine, Jack- 
son, Mississippi 

University of Missouri School of Medicine, Columbia, 
Missouri 

University of Texas Medical Branch, Galveston, 
Texas 


University of Texas Southwestern Medical School, 
Dallas, Texas 


CONJOINT SOCIETIES 


Medical groups meeting conjointly with the Southern 
Medical Association are: 

American College of Chest Physicians, Southern 
Chapter 

American Society of Internal Medicine 

College of American Pathologists, South Central and 
Southeastern Regions 


Radiological Society of North America (Refresher 
Courses) 


Southeastern Proctologic Society 
Southern Gynecological and Obstetrical Society 


GENERAL SESSIONS 


Four major general sessions will augment the regu- 
lar sessions of the Association’s twenty-one Sections. 
The first one will be a Symposium on Immunologic 
Disorders and Transplantations. Dr. Clifford C. Snyder, 
Miami, Fla., will serve as Chairman for this Sym- 
posium which will be held on Monday, November 6, 
8:30 a.m. to 12:00. noon. 


Second, there will be a Symposium on Medico- 
economics (The Business Side ef Medicine), Wednes- 
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day, November 8, 2:00-5:00 p.m. Dr. Robert D. More- 
ton, Fort Worth, Texas, is the Chairman for this 
Symposium. 

Also on Wednesday, November 8, 2:00-5:00 p.m., 
there will be a Symposium on Cosmetic Problems in 
General Practice, sponsored by the American Medical 
Association, Committee on Cosmetics. 

The fourth general session will be on Thursday, 
November 9, 8:15 a.m. to 12:00 noon, and will em- 
brace a most timely subject—nuclear and other forms 
of disaster. This Symposium, entitled “When Disaster 
Strikes!”, will be led by Dr. J. R. Maxfield, Jr., Dal- 
las, Texas. 

See program index for detailed programs of these 
four outstanding sessions. 


PRESIDENT’S LUNCHEON 


A special luncheon honoring Dr. Lee F. Turlington 
of Birmingham, Alabama, President, will be held in 
the Adolphus Hotel, Main Ballroom, 12:30 p.m., Tues- 
day, November 7. Tickets will be available at all 
registration desks in the Dallas Memorial Auditorium. 

There will be a brief business session and Dr. 
George T. Pack, New York, N. Y., will be the Presi- 
dent’s guest. All registrants, their wives and guests 
are invited to attend. 


PRESIDENT’S NIGHT—ANNUAL DINNER DANCE 


The social highlight of the meeting will be held 
Wednesday evening, November 8, in the Sheraton- 
Dallas Hotel, Ballroom, at 7:30 p.m. 

An evening of food, fun and frolic has been planned 
for the members, their wives and guests of the As- 
sociation. The Entertainment Commitiee, headed by 
Dr. L. S$. Thompson, Jr., Dallas, Texas, has arranged 
for an outstanding program of entertainment. 

Everyone is urged to buy tickets for this gala affair 
at the registration desks in the Dallas Memorial Audi- 
torium. 


COMMITTEES ON ARRANGEMENTS 
General Chairman—Doctor Charles Max Cole. 


Vice General Chairman—Doctor J. A. Hallmark. 


Executive Committee—Millard J. Heath, Chairman; 
Doctors John J. Andujar, Leonard J. Flohr, A. J. 
Gill, LeRoy J. Kleinsasser, J. D. Murphy, L. S. 
Thompson, Jr., and W. B. West. 


Advisory Committee—Doctor Milford O. Rouse, Chair- 
man; Doctors Felix L. Butte, Robert W. Kimbro, 
Robert D. Moreton, May Owen and Curtice Rosser. 





Entertainment Committee—Doctor L. S. Thompson, 
Jr., Chairman; Doctors Mark L. Lemmon, Charles 
J. Terrell, Alfred L. Vassallo and Buck Jim Wynne, 


Jr. 


Scientific Exhibits Committee—Doctor J. Harold 
Cheek, Chairman; Doctors Willis H. Carter, Billy B. 
Oliver and A. D. Sears. 


Registration and Membership Committee—Doctor 
Robert K. Portman, Chairman; Doctors H. W. An- 
derson, Jr., Giles Andrews, William M. Ashe, Fred 
J. Bonte, Ted Boone, Jack T. Chisolm, DeWitt 
Claunch, Stephen W. Cobb, Ernest A. Elmendorf, 
Arthur P. Gottlich, Carey G. King, Jr., Louis A. 
Kregel, Billy Joe Parnell, Norman L. Presley, John 
H. Richards, Charles A. Rush, Jr., and Frederick 
W. Veninga. 


Golf Committee—Doctor B. C. Halley, Jr., Chairman; 
Doctors George Truett James and Albert O. Loiselle. 
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Women Physicians Committee—Doctor Minnie L. Maf- 
fett, Chairman, and Doctor Ruby K. Daniel. 


Television Committee—Doctor Cecil G. Yarbrough, 
Chairman; Doctor G. Tom Shires, (Gastroenterology, 
Medicine and Surgery); Doctors James T. Downs, 
III, and Stewart A. Fish, (Gynecology and Obstet- 
rics); Doctors Lyle M. Sellers and Claude D. Win- 
born, (Ophthalmology and Otolaryngology); Doctor 
Willard C. Sellman, Jr., (Plastic and Reconstructive 
Surgery); Doctors William David Barnett and Jack 
G. Kerr, (Proctology); and Doctor Harry M. Spence, 
(Urology). 


Publicity Committee—Millard J. Heath, Chairman; 
Doctors Thomas L. Dykes and Morris J. Fogelman. 


SECTION HOST COMMITTEES 


Allergy—Doctor William C. Grater, Chairman; Doctors 
Frederick W. Grover, Norman H. Gross, Salmon R. 
Halpern, James Holman, Haskell Rabinowitz and 
Charles B. Shuey. 


Anesthesiology—Doctor Charles C. Tandy, Chairman; 
Doctors Harold C. Boehning, Rex H. Hennington 
and James Irvine, Jr. 


Dermatology and Syphilology—Doctor D. Shelton 
Blair, Chairman; Doctors Everett C. Fox and Cole- 
man G. Jacobson. 


Gastroenterology—Doctor F. Clark Douglas, Chairman; 
Doctors Bassel N. Blanton, Cecil O. Patterson, 
Charles Robinson and Channing Woods. 


General Practice—Doctor Eli R. Cox, Chairman; Doc- 
tors Jack E. Lanier, George V. Launey, J. B. Murphy 
and P. E. Whittlesey, Jr. 


Gynecology—Doctor Stewart A. Fish, Chairman; Doc- 
tors H. C. Henderson, Jr., Michael Kurilecz, Oran 
V. Prejean, James G. Stouffer and Jules W. Vieaux. 


Industrial Medicine and Surgery—Doctor Robert J. 
Potts, Chairman; Doctors Frederick Fink, Vanis 
Pennington and Richard J. Puls. 


Medicine—Doctor Leonard J. Flohr, Chairman; Doc- 
tors James F. Biggart, Jr., James A. Farley and 
Robert B. Giles, Jr. 
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Neurology and Psychiatry—Doctor James K. Peden, 
Chairman; Doctors Ward G. Dixon, Clarence §. 
Hoekstra, Robert L. Leon, Tom M. Nash and Sheff 
D. Olinger, Jr. 


Obstetrics—Doctor James T. Downs, III, Chairman; 
Doctors H. C. Henderson, Jr., Oran V. Prejean, 
James G. Stouffer and Jules W. Vieaux. 


Ophthalmology and Otolaryngology—Doctor Claude D. 
Winborn, Chairman; Doctors James L. Baldwin, Hal 
W. Maxwell, D. Gatlin Mitchell and Cecil I. Stell, 


Orthopedic and Traumatic Surgery—Doctor Harold A. 
Mattson, Chairman; Doctors Robert D. Stewart and 
Henry C. McDonald, Jr. 


Pathology—Doctor Charles T. Ashworth, Chairman; 
Doctors John H. Childers, Gerard Noteboom, George 
J. Race and Oscar J. Wollenman, Jr. 


Pediatrics—Doctor Hugh W. S. Powers, Jr., Chairman; 
Doctors John L. Baskin, C. James Krafft, Stephen G. 
Maddox, Jr., Robert L. Moore and Edward L. Pratt. 


Physical Medicine and Rehabilitation—Doctor Edward 
M. Krusen, Jr., Chairman; Doctors Yvonnie M. Cord- 
ray, David Hoehn, Ursula L. Krusen, Vann S. Taylor 
and T. W. Wade. , 


Plastic and Reconstructive Surgery—Doctor Willard C. 
Sellman, Jr., Chairman; Doctors E. Frank Dunton, 
Dean C. Kipp, Mark L. Lemmon and John B. Pat- 
terson. 


Preventive Medicine—Doctor George A. Gray, Chair- 
man; Doctors J. W. Bass, I. P. Barrett, Wilber V. 
Bradshaw, Jr., Carl F. Jordan and J. M. Pickard. 


Proctology—Doctor Alvin Baldwin, Jr., Chairman; 
Doctors William David Barnett, Otho P. Griffin 
and Jack G. Kerr. 


Radiology—Doctor Jerry E. Miller, Chairman; Doctors 
Robert B. Connor, Glenn D. Carlson and Jack R. 
Reynolds. 


Surgery—Doctor LeRoy J. Kleinsasser, Chairman; Doc- 
tors Robert A. McCall, Charles R. Morris, Robert L. 
Sewell, Theodore P. Votteler and John L. Kee, Jr. 


Urology—Doctors Joseph D. Mitchell, Jr., and Ken 
Mooney, Co-Chairmen; Doctors Dolphus E. Compere 
and John L. Denman. 
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SYMPOSIUM ON IMMUNOLOGIC DISORDERS 
AND TRANSPLANTATIONS 


Monday, November 6, 8:30 a.m. 


Dallas Memorial Auditorium 


CHAIRMAN 
CLIFFORD C. SNYDER, M.D. 


Miami, Fla. 


Associate Editor, Dade County 
Medical Bulletin; President- 
Elect, Southeastern Society on 
Plastic and Reconstruction Sur- 
gery. 





JOHN J. TRENTIN, Ph.D. 


Houston, Texas 


Professor and Head, Division 
of Experimental Biology, De- 
partment of Surgery, Baylor 
University College of Medicine; 
Consultant in Biology, Univer- 
sity of Texas M. D. Anderson 
Hospital and Tumor Institute; 
Committee for Medical Re- 
search, V. A. Hospital, Hous- 
ton. 





Immunological Tolerance—Fact or Fiction? 


The various experimental methods whereby animals can be 
rendered “immunologically tolerant’ of skin and bone marrow 
homografts will be discussed and illustrated. The immunologi- 
cal complications attending some of these experiments, in the 
form of graft-versus-host reaction (homologous disease) will 
be discussed. The theory of immunological tolerance will be 
discussed. Lymphoid chimerism data will be presented indi- 
cating that the mechanism of ‘‘classical’’ immunological tol- 
erance is not what it was originally believed to be. 


CHARLES C. SPRAGUE, M.D. 


New Orleans, La. 


Associate Professor of Medicine, 
Director, Division of Hema- 
tology, Tulane University 
School of Medicine. 





Auto-lmmunity in Clinical Medicine. 


Applied immunology as related to medicine is of sufficient 
importance that every practicing physician should be aware 
of the tremendous advances that have been made in this area 
within the past few years. Auto-immunity, self-recognition and 
immunologic tolerance, terms recently added to the clinicians’ 
vocabulary, will play an increasing role in the understanding 
of the pathogenesis of disease states and help solve the 
problems associated with homologous tissue transplants. An 
attempt will be made to review the basic work that has been 
done, relate it to clinical disorders thought to be explained by 
auto-immunity and postulate how this information may be 
used to facilitate homologous tissue transplantation. 
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FREDERICK G. 
GERMUTH, JR., M.D. 


Charlotte, N. C. 


Director of Laboratories and 
Pathologist-in-Chief, Charlotte 
Memorial Hospital; Consultant 
to Surgeon General, U.S.P.H.S.; 
Member of the Allergy and 
Immunology Study Section; 
Visiting Associate Professor of 
Pathology, University of North 
Carolina School of Medicine, 
Chapel Hill. 





Collagen Vascular Diseases. 


Under certain circumstances, experimental allergic reactions 
may be associated with marked vascular and renal alterations. 
Depending upon the dosage of the allergen, the length of 
sensitization and the magnitude of the allergic response of the 
experimental animal, these lesions may occur together, simu- 
lating human “allergic angiitis,” or independently as in 
human periarteritis nodosa and _ proliferative glomerulone- 
phritis. What bearing do these experimentally induced lesions 
have upon their human counterparts? 
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ROBERT A. NELSON, JR., M.D. 


Miami, Fla. 


Professor of Medicine, Univer- 
sity of Miami School of Medi- 
cine; Chief of Research, How- 
ard Hughes Foundation. 


Available 











Title to be announced. 
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WILLIAM J. HARRINGTON, M.D. 
St. Louis, Mo. 


Not Professor of Medicine, Wash- 
ington University School of 
Medicine. 


Available 











Possible Implications of Auto-lmmune Hematologic 
Diseases. 


Among the most well studied and documented of auto-immune 
phenomena are those related to the blood. It is generally ac- 
cepted that blood cells are unusually succeptible to im- 
munologic injury. Though many possible reasons may be in- 
volved, it is likely that greater access of antibody to free blood 
cells than to solid tissues is an important factor. This may 
have special meaning in exploiting most defense mechanisms in 
the management of neoplasias of the blood as contrasted to 
solid tumors. 


Intermission—Visit Exhibits 
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DONALD J. BLANEY, M.D. 
Cincinnati, Ohio 
Instructor, Department of 


Dermatology, Cincinnati Gen- 
eral Hospital. 





Serum Complement in Various Allergic Dermatoses. 


For many years serum complement has been known to be de- 
creased or “‘fixed’’ in the presence of an antigen-antibody 
reaction of the immediate type. Whether complement partici- 
pates in delayed type immunologic processes is less clear. In 
this study hemolytic complement activity in groups of patients 
with various allergic disorders was compared to other disease 
states and to normal individuals. The most noteworthy varia- 
tion from normal was a markedly decreased complement in 
active systemic lupus erythematosus. 


EDGAR T. 
BEDDINGFIELD, JR., M.D. 
Stantonsburg, N. C. 


Visiting Staff, Carolina Gen- 
eral Hospital, Mercy Hospital, 
Woodward - Herring Hospital, 
Wilson, N. C.; An active gen- 
eral practitioner. 





Problems of Immunologic Disorders and Hypersensi- 
tivity as Related to General Practice. 


A brief resumé of the problems of immunologic disorders and 
hypersensitivity as related to general practice will be presented. 
The potential role of the general practitioner in being wetl- 
informed regarding the continuing progress in the field of tissue 
transplants so that he might be alert to the possibilities for 
benetit to his patients, will be considered; i.e., referring the 
proper patient to the right place at the right time. 


WILLIAM F. ENNEKING, M.D. 


Gainesville, Fla. 


Associate Professor of Surgery, 
Chief of Orthopedic Surgery, 
University of Florida School of 
Medicine. 





Immunological Aspects of Bone Transplantation. 


A brief resumé of the fate of fresh autogenous and homo- 
genous bone transplants will be presented. The histological 
fate of homogenous and heterogenous bone transplants under 
varying immunological settings include the second-set phe- 
nomenon, parabiosis, total body irradiation, versene extraction, 
post-transplant immunization, and passive transfer will be pre- 
sented. The results of these data will be summarized and 
compared to similar data involving other tissues. 
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JOSEPH E. MURRAY, M.D. 


Boston, Mass. 
Associate Professor of Surgery, 
Harvard University School of 
Medicine; Senior Associate in 


Plastic Surgery, Peter Bent Brig- 
ham Hospital. 


Clinical Experiences with Human Organ Transplants, 


BLAIR OAKLEY ROGERS, M.D. 





New York, N. Y. 


Assistant Attending Surgeon, 
Photo Manhattan Eye, Ear and Throat 
Hospital, St. Clare’s Hospital, 
Bellevue Hospital, and Univer. 

sity Hospital; Clinical Instruc- 
Not tor in Plastic Surgery, New 
York University Medical School; 
Consultant to United Nations 
Medical Staff; Founder of the 
medical publication, Transplan- 
tation Bulletin, and its Asso- 
ciate Editor since its inception, 
October 1953; now allied with 
Plastic and Reconstructive Sur- 
gery. 


Available 











The Implications of Variations in the Second and 
Third Set Homograft Responses in Genetically Re- 
lated Individuals. 


Until very recently, the classical ‘‘second set response’’ ob- 
tained in skin homografting and other forms of homografting 
was considered a routine phenomenon demonstrating a classi- 
cal acquired immune reaction in the individual rejecting 
homografts of any tissue. Recent observations of skin homografts 
transplanted in first sets, second sets, and third sets, between 
closely related laboratory rats, for example, between mothers 
and sons, have demonstrated that’ the classical ‘‘second set 
response”’ has wide variations which may be termed “acute,” 
“‘subacute,”’ ‘“‘chronic,’”’ and ‘“‘prolonged surviving.” The impli- 
cations of these variations in what has previously been con- 
sidered a rigid and a classical response will be discussed in 
terms of their analogy to recent behavior of homografts of 
tissues and organs transplanted between closely related human 
volunteers and donors, and their hosts. 


SYMPOSIUM ON MEDICOECONOMICS 
(The Business Side of Medicine) 


Arranged Under the Co-Sponsorship of 
The Wm. S. Merrell Company 


Wednesday, November 8, 2:00 p.m. 


Dallas Memorial Auditorium 


CHAIRMAN 
ROBERT D. MORETON, M.D. 
Fort Worth, Texas 
Immediate Past Chairman of 
the Council, Chairman of the 


Insurance Committee, Southern 
Medical Association. 
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Panel Discussion: In-Office Business Procedures. 
Moderator: DoNALp S. DAniEL, M.D., Richmond, Va. 
Panel Members: 

Puitie R. OveRTON, Attorney to the Texas Medical 
Association and the Texas Bar Association, 
Austin, Texas. 

Mark MEyERs, Medical Practice Consultant, Dallas, 
Texas. 

Joun R. SEDGWICK, Medical Practice Consultant, 
Sears Roebuck Foundation, Chicago, Ill. 


Intermission—Visit Exhibits 


Prevention of Professional Liability Action. 


Don Harper Mitts, M.D., LL.B., Forensic Medi- 
cine Authority, Los Angeles, Calif. 


The Doctor Defendant—(Film). 


A dramatic film based upon case histories showing where the 
doctor failed to follow simple rules which resulted in profes- 
sional liability action against the physician. 


SYMPOSIUM ON 
COSMETIC PROBLEMS IN GENERAL PRACTICE 


Presented in collaboration with the Committee on 
Cosmetics, American Medical Association. 


Wednesday, November 8, 2:00 p.m. 


Dallas Memorial Auditorium 


Introduction by Chairman. 
STEPHEN ROTHMAN, M.D., Professor Emeritus, 
Dermatology; Argonne Cancer Research Hospital 
(AEC) University of Chicago, Chicago, Ill. 


Cutaneous Cleansing in Health and Disease. 
RayMonpD R. Suskind, M.D., Dermatologist of the 
Kettering Laboratory; Associate Professor, Depart- 
ment of Preventive Medicine and Dermatology, 
University of Cincinnati, Cincinnati, Ohio. 


Skin Protection in the Household and on the Job. 
DonaLp J. BIRMINGHAM, M.D., Medical Director, 
Division of Occupational Health, Public Health 
Service, and Associate Professor of Dermatology, 
University of Cincinnati, Cincinnati, Ohio. 


Intermission—Visit Exhibits 


Care of the Hair and Nails. 
ALBERT M. KLIGMAN, M.D., Ph.D., Professor of 
Dermatology, University of Pennsylvania, Phila- 
delphia, Pa. 


Dermatitis Due to Cosmetics. 
JAMes W. Burks, M.D., Professor of Clinical 


Dermatology, Tulane University, New Orleans, La. 


Panel Discussion. 
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SYMPOSIUM: WHEN DISASTER STRIKES! 
Thursday, November 9, 8:15 a.m. 


Dallas Memorial Auditorium 


CHAIRMAN 
J. R. MAXFIELD, JR., M.D. 


Dallas, Texas 


President-Elect, Society of Nu- 
clear Medicine; Member, Texas 
Atomic Energy Commission. 


Moderator’s Introduction: When Disaster Strikes! 


The importance of this Symposium cannot be over-emphasized. 
Disaster preparation is like having insurance. It is much better 
to have insurance and not need it than to need insurance and 
not have it. This same principle certainly is true in disaster 
preparedness. The importance of each individual to rally to 
the call for help in a disaster as well as his own personal 
preparation for any disaster will be stressed. The scientific 
consideration and research that industry is giving to survival 
through proper preparation of essentials such as foods, medi- 
cations, and utility items will be presented by adequate ex- 
hibits and informative brochures. 


RALPH E. SPEAR 
Washington, D. C. 


Director of Program and Policy, 
Office of Civil and Defense Mo- 
bilization. 


Civil Emergency Planning. 


The speaker will discuss what progress has been made in the 
field of civil defense and defense mobilization with special 
emphasis on the effect of the President's leadership. The as- 
signment of major civil defense functions to the Department 
of Defense will be described, as well as the functions of advis- 
ing and assisting the President which reside in the Office of 
Civil and Defense Mobilization. The contribution which can 
be made by the participants at the Association meeting will be 
stressed. 


COLONEL HOMER GARRISON, JR. 


Austin, Texas 


Director, Texas Department of 
Public Safety. 





The Texas Blueprint for Survival. 


The Texas blueprint for survival is a working plan, realistic 
rather than theoretical because it has been tested time and 
again in natural disasters of all kinds which create problems 
similar to those which might be expected in the event of a 
thermonuclear attack upon our homeland. The Texas Depart- 
ment of Public Safety is charged by law with the solemn 
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duty of protecting the lives and property of our citizens at 
all times, and therefore, is an integral part of the blueprint 
with its warning system, communications, rescue services and 
police activities which are in operation daily. 


Intermission—Visit Exhibits 


EDWARD TELLER, Ph.D. 
Berkeley, Calif. 


Professor of Physics-at-Large, 
University of California, and 
Associate Director, Lawrence 
Radiation Laboratory, Univer- 
sity of California. 


The Importance of Preparation for Survival in a 
Thermonuclear Blast. 


This will stress the importance of preparation from the 
military standpoint as well as from the civilian standpoint. 
The need for complete civilian cooperation in order to support 
and achieve the military effectiveness for our country will be 
pointed out. Ways for survival will be suggested and discussed. 
A fall-out shelter for every American would be the greatest 
defense against a nuclear attack. 


SECTION ON ALLERGY 


Officers 
Chairman. .THoMmas E. VAN METRE, JR., Baltimore, Md. 
Vice-Chairman Joun P. McGovern, Houston, Texas 
Secretary CLAupDE A. Frazier, Asheville, N. C. 


Secretary-Elect. THomas R. MCELHENNEY, Austin, Texas 


Host Committee: 


WILLIAM C. GRATER, Chairman 
FREDERICK W. GROVER 

NORMAN H. Gross 

SALMON R. HALPERN 

James HOLMAN 

HASKELL RABINOWITZ 

CHARLES B. SHUEY 


Presentations limited to ten minutes, including time 
required for slides and/or motion pictures; the Chair- 
man and out-of-territory essayist to be allowed thirty 
minutes. Discussion limited to five minutes. 


Monday, November 6, 2:00 p.m. 


Dallas Memorial Auditorium 


Dermatomyositis: Allergic Management of One Case. 
CLEMENT J. SULLIVAN, St. Louis, Mo. 


A 55 year old white male has been followed for six years. 
Treatment has consisted of allergic management with avoid- 
ance measures and desensitization, together with physiotherapy. 
There has been clinical improvement. Biopsis of skin and 
muscle taken at the beginning of this six year period will be 
compared with those taken at the end of this period. 


Discussion to be opened by BERNARD T. FEIN, San 
Antonio, Texas. 


Alum Precipitated Pollen Extract Repository (Emul- 
sion) Therapy. 

G. Everett GAILLARD, White Plains, N. Y. 
Alum precipitated pyridine pollen extract was prepared in 
emulsion according to the method abdicated by Brown. It was 
felt that since each of these components tendered to delay the 
absorption of the material, that a more efficient product could 
be obtained. In the fall of 1960 and the spring of 1961, pa- 
tients were treated with ragweed and tree pollen preparations 
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in this fashion. The dose acceptance was greater than that of 
regular emulsion, and the results were equally efficient. No 
systemic reactions were encountered. No cysts were encountered, 


Discussion to be opened by Apert H. Uncer, F] 
Paso, Texas. 


Newer Antihistamine Drugs. 
RupotF E. WILHELM, Detroit, Mich. 


The recently introduced antihistamines will be classified as to 
their basic structural groups, side effects, duration of action 
and pharmacological properties other than antihistamine action. 
The rationale of choice of any single drug will be discussed. 
The discussion will include so-called antipruritic drugs, wil] 
point out antihistamine action of most of the tranquilizers and 
some of the antiparkinson agents. Cost of medication will be 
compared. 


Discussion to be opened by Grorce L. WINN, Okla- 
homa City, Okla. 


Injectable Depot Steroids in Allergy. 

FREDERICK W. GROVER, Dallas, Texas 
The efficacy of the injectable depot forms of dexamethasone, 
methylprednisolone, and triamcinalone in the management of 
various allergic disorders is discussed. The results obtained in 
a three year comparative study of 371 allergic patients treated 
with three forms of depot steroids are presented. The advan- 
tages of this form of steroid medication are outlined with 
emphasis on physician control of medication and low incidence 
of untoward effects. 


Discussion to be opened by WitttaM C. Grater, Dal- 
las, Texas. 


Chairman’s Address: Linear Growth and Weight 
Gain of Asthmatic Children. 

Tuomas E. VAN METRE, JR., Baltimore, Md. 
Multiple factors may modify the rate of linear growth and 
weight gain of asthmatic children, including measurement 
technic, inherent characteristics of the child, severity of asthma, 
corticosteroid and cyproheptadine therapy, and concomitant 
disease. The importance and method of operation of these 
factors will be discussed. 


Intermission—Visit Exhibits 


Panel Discussion: Dermatitis. 
Moderator: THomAs G. JOHNsTON, Little Rock, Ark. 
Panel Members: 

VINCENT J. DeRBES, New Orleans, La. 

H. Harris PERLMAN, Philadelphia, Pa. 

Grorce L. WaA.Lpsott, Detroit, Mich. 


Monday, November 6 


6:30 p.m.—Cocktail party, Sheraton-Dallas Hotel, Hous- 
ton Room. 


Tuesday, November 7, 9:00 a.m. 
Dallas Memorial Auditorium 


The Complications of Bronchial Asthma: Diagnosis 
and Treatment. 
Georce L. WaAtpsotr, Detroit, Mich. 


In a series of 1125 consecutive patients with allergic asthma, 
pneumonitis was found to be the most common complication, 
particularly in the lower age groups. Whereas bronchiectasis 
is usually accompanied by asthma-like wheezing, its incidence 
in allergic asthma is relatively rare. Bronchograms before and 
after subsisdence of asthmatic attacks show that dilatations of 
bronchial ramifications in chronic asthma are reversible when 
the asthmatic episodes subside. This is in contrast to more ex- 
tensive irreversible lesions present in true bronchiectasis. Radio- 
graphs of some of the rare pulmonary complications such as 
cystic degeneration of the lungs, atelectasis of a pulmonary 
segment or lobe, bronchostricture, Loeffler’s syndrome, and 
some of the extrapulmonary conditions such as mediastinal and 
subcutaneous emphysema, spontaneous pneumothorax and spon- 
taneous rib fractures are presented. Smoker’s respiratory syn- 
drome occurs frequently in conjunction with allergic asthma. Its 
control is of major importance in the management of asthma. 


Discussion to be opened by Mason I. LowAnce, At 
lanta, Ga. 
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Diagnostic Criteria of Infective Bronchial Asthma. 
Rosert J. Becker, Joliet, Ill. 


The diagnosis, “asthmatic bronchitis,” is unrevealing of the 
underlying pathology of the disease. The connotations of the 
diagnosis will vary with the individual practitioner. Diagnostic 
criteria differentiating ‘‘asthmatic bronchitis’ from _ infective 
bronchial asthma are to be discussed which will aid a prac- 
titioner seeing an isolated instance of ‘‘asthmatic bronchitis” in 
making the correct diagnosis. 


Discussion to be opened by Henry D. Ocpen, New 
Orleans, La. 


Oral Allergies. 
THEODORE J. HAywoop, Houston, Texas 


This paper directs attention to lesions of allergic origin of the 
gingevae, buckle mucosa, commissures, lips, and tongue. Lesions 
described include ulcers, vesicles, edema, fissures, and erythema. 
Cheilitis, or angular stomatitis, due to physical allergy, is re- 
ported for the first time. 

Discussion to be opened by Girpert D. Barkin, Hous- 
ton, Texas. 


Double Blind Crossover Study of the Antipruritic 
Effect of Perazil, Temaril and Placebo. 
PURCELL SMITH, JR., Little Rock, Ark. 


Clinical experience with Perazil in office practice had suggested 
that Perazil was quite effective as an antipruritic agent. In an 
effort to evaluate this impression, the present study was under- 
taken to compare the antipruritic properties of Perazil, Temaril 
and placebo. A wide variety of unselected pruritic conditions 
was used. The double blind crossover technic was employed and 
approximately 60 patients are included in the study. 


Discussion to be opened by SALMON R. HALPERN, Dal- 
las, Texas. 


GUEST SPEAKER 
H. HARRIS PERLMAN, M.D. 
Philadelphia, Pa. 


Clinical Professor of Pediatrics 
and Pediatrician in Charge of 
Pediatric Dermatology, Jefferson 
Medical College; Associate Pro- 
fessor of Pediatrics, Graduate 
School of Medicine, University 
of Pennsylvania. 





Common Mistakes in the Diagnosis of Common Skin 
Disorders in Infants and Children. 

The author proposes to discuss common errors in diagnosis of 
dermatoses of infants and children that are commonly made by 
the internist, the pediatrician and the allergist because of 
closely related signs common to such dermatoses. An effort 
will be made, by means of classical slides, to discuss such errors 
and to point out how such errors can be avoided. 


Intermission—Visit Exhibits 


Allergic Vasculitis of the Skin: A Case Report. 

So. D. Kiotz, Orlando, Fla. 
A twenty-six year old female, with polyarteritic skin lesions 
only partially controlled by small doses of prednisolone for 
two years, makes an excellent response to careful allergic man- 
agement consisting of hyposensitization against inhalants, insect 
bites and bacteria. Her lesions are now Clinically quiescent and 
she has had no steroids for the past one and a half years. The 
different clinical types of allergic skin vasculitis, including 
prognostic and therapeutic implications, will be discussed. 


Discussion to be opened by JoHN Baum, Dallas, Texas. 


The Treatment of Angioedema, Urticaria, and Serum 
States with Phenergan. 


JosepH T. Skaccs, Charleston, W. Va. 


Discussion to be opened by Sim H. Hutsry, Fort 
Worth, Texas. j 


PROGRAM, DALLAS MEETING 
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Poison Ivy Prophylactic Investigation. 
RICHARD J. SEXTON, Charleston, W. Va. 


During a three year period (1959-1961) a number of employees 
in a chemical plant entered voluntarily into a program to pre- 
vent poison ivy by prophylaxis with Aqua-Ivy medication. 
The volunteers were patch-tested before and after therapy and 
this paper presents the findings and the statistics which ac- 
cumulated in the three year period. It also confirms prior re- 
port on the efficacy of the medication. 


Discussion to be opened by SARAH L. C. STEVENS, 
Huntington, W. Va. 


Unusual Allergic Eye Diseases. 
Joun R. Farr, Augusta, Ga. 


The ocular tissues are often involved in generalized hypersen- 
sitivity reactions. Specific examples are the iritis of rheumatoid 
arthritis and sarcoidosis and the keratitis of syphilis and tu- 
berculosis. Many other systemic diseases which are allergic in 
origin have important eye signs. Some of these are discussed 
with the aid of color transparencies. The allergist must be 
familiar with the ocular manifestations of allergic disease and 
the ophthalmologist should always consider hypersensitivity in 
the diagnosis of unusual eye ailments. 


Discussion to be opened by A. Foro Wo tr, Temple, 
Texas. 


Business Session. 


SECTION ON ANESTHESIOLOGY 





Officers 
Chairman LEONARD WILLIAM FABIAN, 
Jackson, Miss. 
Vice-Chairman Rosert B. Dopp, St. Louis, Mo. 
Secretary ; M. T. JENKINS, Dallas, Texas 


Host Committee: 
CuHaritrs C. Tanpy, Chairman 
Haroitp C. BOEHNING 
Rex H. HENNINGTON 
JAMEs IRVINE, JR. 


Sunday, November 5 


6:30-9:30 p.m.—Hospitality Room for anesthesiologists 
and guests, Statler-Hilton Hotel, Gold Room. 


Monday, November 6, 2:00 p.m. 


Dallas Memorial Auditorium 





Chairman’s Address: Electronarcosis. 
LEONARD WILLIAM FapsiAn, Jackson, Miss. | 


Discussion to be opened by Crcit G. YARBROUGH, Dal- 
las, Texas. | 


Misconceptions and Fallacies Concerning Anesthesia | 
for Infants and Children. | 

JouN ApbriANI and Cart J. Pope, New Orleans, La. 
The trend in present day practice is to no longer defer opera- 
tions on infants and children until they are older, but to per- } 


form them as the indications arise. Deferral was heretofore i 
based upon unavailability of anesthesia. Decisions for deferral, | 


however, are still being made by some practitioners. These are i 
based upon misconceptions concerning the responses of infants i 
to drugs which are still prevalent. Newer drugs, better under- ' 


standing of the use of older drugs, and developments in appa- 
ratus have made surgery feasible in pediatric patients which 
was heretofore impossible. | 
Discussion to be opened by Netw R. Lunn, Dallas, ! 
Texas. 1 
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GUEST SPEAKER 


RONALD WOOLMER, M.D. 
London, England 


Director, The Research Depart- 
ment of Anaesthetics, The 
Roval College of Surgeons; 
Chairman, Board of Examiners 
in Anaesthesia; President, Sec- 
tion on Anaesthesia, The Royal 
Society of Medicine; President, 
Society of Biological Engineers; 
Consultant in Anaesthesia, The 
World Health Organization. 


Clinical Measurements in Anesthesiology. 
Intermission—Visit Exhibits 


Panel Debate: Resolved that Diethyl Ether Has No 
Place in the Modern Practice of Anesthesiology. 
Moderator: C. RONALD STEPHEN, Durham, N. C. 
Pro: Rosperr W. Borpers, Shreveport, La. 
LESTER RUMBLE, JR., Atlanta, Ga. 
Con: Doris C. Grosskreutz, Chapel Hill, N. C. 
Dermot A. Murray, Portsmouth, Va. 


Monday, November 6 


6:15 p.m.—Cocktail party and dinner for menibers, 
guests, and wives, La Tunisia Restaurant. 


Tuesday, November 7, 2:00 p.m. 
Dallas Memorial Auditorium 
Business Session. 


The Evaluation of Ventilation During Anesthesia. 
Davip A. Davis, Doris C. GROSSKREUTZ, 
RopNeEY L. MCKNIGHT and KENNETH SUGIOKA, 
Chapel Hill, N. C. 
In an anesthesia training program it is highly desirable to have 
methods which can be used to measure the effectiveness of 
ventilation. These methods must be simple, accurate, and 
reliable. Instrumentation used in the evaluation of ventilation 
under anesthesia will be described and lessons learned from 
the everyday use of this equipment will be presented. 
Discussion to be opened by Paut R. Hackett, Balti- 
more, Md. 


Anesthesia for Endoscopic Procedures. 

GeEorGE P. Beck, Dallas, Texas 
The choice of anesthesia for peroral endoscopic procedures 
is a problem of extreme concern to the anesthesiologist. Com- 
promise of the airway or loss of control thereof can lead to dis- 
aster during these procedures. Selection of anesthesia is mark- 
edly influenced by the skill of the endoscopist in addition to 
the usual considerations in choice of anesthesia. Technical prob- 
lems peculiar to peroral endoscopic procedures are presented 
and methods of surmounting these are considered. The use of 
translaryngeal, topical, inhalation and intravenous methods of 
anesthesia are presented and discussed. 
Discussion to be opened by Tuomas J. DeEKorRNFELD, 
Baltimore, Md. 


Acid-Base Disturbances in Surgical Patients. 
RONALD WooLMER, London, England 


Intermission—Visit Exhibits 


Panel Discussion: Common and Uncommon Prob- 
lems in Anesthesiology. 
Moderator: M. T. JENKINS, Dallas, Texas 
Panel Members: 
CHARLES S. COAKLEY, Washington, D. C. 
J. S. GRAVENSTEIN, Gainesville, Fla. 
ARTHUR S. KEATS, Houston, Texas 
JoserH M. Wuitr, Oklahoma City, Okla. 


OCTOBER 196] 


SECTION ON DERMATOLOGY AND SYPHILOLOGY 


Officers 
Chairman J. Frep Muttins, Galveston, Texas 
Vice-Chairman D. SHELTON BLarR, Dallas, Texas 
Secretary Morris WAISMAN, Tampa, Fla. 


Host Committee: 

D. SHELTON BLAIR, Chairman 

Everetr C. Fox 

COLEMAN G. JACOBSON 
Presentations limited to fifteen minutes, including time 
required for slides and/or motion pictures; the Chair- 
man and out-of-territory essayist to be allowed thirty 
minutes. Discussion limited to five minutes. 


Sunday, November 5 


9:00 a.m.—Clinical Session, Parkland Memorial Hos- 
pital. 

12:00 noon—Luncheon, Marriott Hotel. 

7:00 p.m.—Cocktail party and buffet, Dallas Club. 


Monday, November 6 


ZOLA COOPER CLINICOPATHOLOGIC SEMINAR 
Baylor Hospital 
8:00-9:00 a.m.—Demonstration Slides. 


9:00 a.m.-12:00 noon—Seminar. 
Director: JAMES W. Burks, New Orleans, La, 
Moderator: WALLACE H. CLark, JR., New Orleans, La. 
Guest Moderator: RiIcHARD B. STouGHTON, Cleveland, 
Ohio 

Panel Members: 

Francis A. ELuis, Baltimore, Md. 

JoserpH M. Hircn, Raleigh, N. C. 

JouNn M. Knox, Houston, Texas 

SIDNEY OLANSKY, Atlanta, Ga. 

Earv B. Rircnir, Galveston, Texas 

Morris WAISMAN, Tampa, Fla. 
Registration has been limited to 23 cases, but par- 
ticipation in the Seminar is open to all dermatologists 
in attendance at the meeting. Demonstration slides 
and microscopes are available from 8:00 to 9:00 a.m. 
preceding the Seminar for all who are interested. 


Monday, November 6, 2:00 p.m. 
Dallas Memorial Auditorium 


Chairman’s Address: Glucose and the Acne Dia- 
thesis: Hypothesis and Review of Pertinent Litera- 
ture. : 

J. Frep MuLtins, Galveston, Texas 


GUEST SPEAKER 


RICHARD B. STOUGHTON, M.D. 
Cleveland, Ohio 


Associate Professor, Department 
of Medicine and Director, Di- 
vision of Dermatology, Western 
Reserve University. 
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Percutaneous Absorption: 
Observations. 


Clinical and Laboratory 


This work has concerned methods for trying to quantitate 
percutaneous absorption. This has included observations of 
percutaneous absorption utilizing the physiologic in vivo 
method of applying substances to the surface of the skin and 
measuring their penetration by the reactions they create when 
they reach the corium. Examples of this are erythema secondary 
to nicotinic acid, vasoconstriction secondary to norepinephrine 
and sweating secondary to acetylcholine. Analogs of physi- 
ologically active agents have been used to determine the in- 
fluence of chemical structure in penetration of a compound. 
This work has suggested that solubility in ether and water 
is very important in penetration of materials through the skin 
and also that volatility of a compound is probably quite 
important in its penetration of human skin. One can visualize 
a future of topical therapy which will be built on knowledge 
of specific physiological effects of agents and how to design 
these agents so that they will pass through the epidermal 
barrier into the areas of skin where they are wanted. By such 
an approach one can visualize the control of specific biologic 
processes of skin, such as keratinization, vascular response, se- 
baceous gland function, pigmentation, and sweating. 


Unusual Reactions in Yellow Tattoos: Microscopic 

Studies on Histologic Sections. 
Joun P. TINDALL and J. GRAHAM SMITH, JR., 
Durham, N. C. 


Sensitivity reactions have been ascribed to portions of red and 
green pigmented areas in tattooed figures. In 1961 Lamb de- 
scribed two cases of sensitivity to sunlight in the red areas of 
tattooed skin. No mention of abnormal reaction in yellow tat- 
toos has appeared in the reviewed medical literature. Two 
patients with sensitivity to sunlight in the yellow portions of 
tattoos are being reported. Lincoln and Nordstrom in 1958 
described the effect of polarized light on stained and unstained 
sections of tattooed skin. The patients reported here have had 
similar studies and, in addition, darkfield and phase micro- 
scopic studies have been used in an effort to more easily 
distinguish the pigment color in the tissue. 


Discussion to be opened by Witt1AM G. McCREIGHT, 
Oklahoma City, Okla. 


Intermission—Visit Exhibits 


Fluorescence Microscopy in Exfoliative Cytology of 
the Skin. 

A. D. Wricut and SipNry OLANSKY, 

Atlanta, Ga. 


Acridine orange stain and fluorescence microscopy were em- 
ployed in a study of exfoliative cytology of the skin. Tissue 
imprints were studied from biopsy specimens of 200 skin 
lesions. These included a variety of benign and malignant 
= The results are presented and the significance dis- 
cussed. 


Discussion to be opened by EuGENE S. BERESTON, Ballti- 
more, Md. 


Serum Complement Levels in Dermatologic Disease. 
Donap J. BLANEY, Cincinnati, Ohio 


It has been known for years that complement levels participate 
in the immediate type allergic reaction and is thereby reduced 
or fixed by antigen-antibody reaction. Its role in the delayed 
or contact type allergy is unclear. Measurements of human 
serum complement have been made in a variety of supposedly 
allergic dermatoses and in acute systemic lupus erythematosus 
in which it has been found to be markedly reduced. 


Discussion to be opened by MARK ALLEN EVERETT, 
Oklahoma City, Okla. 


A New Treatment of Fox-Fordyce Disease. 
RICHARD J. HELFMAN, Miami, Fla. 


The literature on the treatment of Fox-Fordyce disease is 
briefly reviewed. A case which fulfills the clinical and histo- 
logic criteria of this disease is presented with appropriate clini- 
cal photographs and photomicrographs. A new method of 


ao with intralesional triamcinolone acetonide is de- 
ibed. 


Discussion to be opened by Morris D. Marcus, St. 
Louis, Mo. , 


PROGRAM, DALLAS MEETING 


Tuesday, November 7, 9:00 a.m. 


Dallas Memorial Auditorium 


Occipital Nevus Flammeus. 
RAYMOND C. V. RoBINSON and DANIEL ROBERTS, 
Baltimore, Md. 


The predilection of the occipital region for nevus flammeus, 
or port wine stain, has attracted little attention. The authors 
will present statistical evidence of frequency, and discuss the 
occurrence of alopecia areata, neurodermatitis and other condi- 
tions which affect the area. The literature will be reviewed 
and biopsy sections shown. 

Discussion to be opened by Sruarr C. Situ, Tal- 
lahassee, Fla. 


Clinical Evaluation of Parenteral Use of Hydroxy- 
chloroquine Sulfate (Plaquenil) in Several Diseases. 
WeEsLEY W. WILson, Tampa, Fla. 
This report represents a three year clinical study on the use 
of hydroxychloroquine sulfate administered by intracutaneous, 
subcutaneous, and intramuscular injections in patients with 
localized lesions of chronic discoid lupus erythematosus, lesions 
of verruca vulgaris, and a few cases of lesions of larva migrans. 
This report deals in the method of treatment, the dosage, and 
the follow-up of six months or more on the cases reported. 


Discussion to be opened by Ropert N. BUCHANAN, JR., 
Nashville, Tenn. 


Folic Acid Antagonists and Triamcinolone in the 
Treatment of Psoriasis. 


WILLIAM L. Doses, Atlanta, Ga. 


Over 200 cases of psoriasis have been treated with a combina- 
tion of folic acid antagonists and triamcinolone by mouth. 
This combination treatment seems more effective than either 
of the drugs given alone. Early recurrences were controlled by 
maintenance doses of folic acid antagonists and local medica- 
tion. Most singular, localized plaques were cleared with intra- 
lesional injection of triamcinolone acetonide and diacetate. 
The safety, various dosages, and frequency of recurrences are 
discussed. 


Discussion to be opened by JAMES W. Burks, New 
Orleans, La. 


Intermission—Visit Exhibits 


Curettage and Electrodesiccation in the Treatment 
of Skin Cancer. 
Joun M. Knox, Houston, Texas 


Records of the Tumor Clinic of Jefferson Davis Hospital were 
analyzed to determine the cure rate in skin cancer. Adequate 
records were available for at least a one year follow-up on over 
1,300 different lesions. The one to five year cure rate was 
determined for each of the three major types of treatment: 
curettage followed by electrodesiccation, irradiation, and sur- 
gical excision. The cure rate was established separately for 
both basal cell and squamous cell carcinomas. Also, the cure 
rate was independently determined for lesions 2 cm. or less 
in diameter and those that were larger than 2 cm. 

Discussion to be opened by CAtvin J. DILLana, Little 
Rock, Ark. 


Hypersensitivity to Gonadal Hormones. 

LEONARD MELTZER, Houston, Texas 
A chronological review of the development of the concept 
of hypersensitivity to hormones is presented. Case histories are 
given of four patients treated by the author representing 
examples of endogenous and exogenous hypersensitivity to 
gonadal hormones with symptoms and signs involving skin and 
other organs. 
Discussion to be opened by JAMES G. THOMPSON, Jack- 
son, Miss. 


Pemphigus Vulgaris. 
Harovp E. ADAIR and JAMES OWENS, 
New Orleans, La. 


A review of records at Charity Hospital, New Orleans, has 
been made to better understand the changing clinical course 
of pemphigus vulgaris. It is shown that the once steady de- 
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terioration of the pemphigus patient has been significantly 
altered since the introduction of steroid therapy. In addition, 
information is included to present the first complete survey of 
the disease as seen in this area. 

Discussion to be opened by H. B. CuristiANson, New 
Orleans, La. 


Business Session. 


SECTION ON GASTROENTEROLOGY 


Officers 
Chairman HarRIsON J. SHULL, Nashville, Tenn. 
Vice-Chairman F. Crark Douctas, Dallas, Texas 
Secretary MALcoLMm P. Tyor, Durham, N. C. 


Host Committee: 


F. CLarkK DoucGLas, Chairman 
BaAssEL N. BLANTON 

Ceci, O. PATTERSON 

CHARLES ROBINSON 

CHANNING Woops 


Presentations limited to ten minutes, including time 
required for slides and/or motion pictures, the out- 
of-territory essayist to be allowed thirty minutes. Dis- 
cussion limited to five minutes. 


Monday, November 6, 2:00 p.m. 


Dallas Memorial Auditorium 


The Gluten-Free Diet in Nontropical Sprue of Adults. 
W. Crocketr CHears, JRr., Cecin O. PATTERSON 
and MILForp O. Rousr, Dallas, Texas 


In three years the authors have encountered twelve adults hav- 
ing nontropical sprue. All have been treated by gluten-free 
diet, usually as the sole therapeutic measure. The follow-up 
period ranges from two to eight months. The course and serial 
laboratory and biopsy findings are described and discussed. The 
response to treatment has been excellent in nine, good in two, 
and fair in one. Only one patient has required steroid therapy, 
and there have been no deaths or severe complications. 
Discussion to be opened by E. L. Posey, Jr., Jackson, 
Miss. 


Histologic and Electron Microscopic Studies of Origi- 
nal and Follow-up Biopsy Specimens in Patients with 
Nontropical Sprue and Related Lesions. 

CuHarLes T. AsHwortnH, Dallas, Texas 
The intestinal lesions of nontropical sprue and related mal- 
absorption syndromes will be discussed. The characteristic his- 
tologic and histochemical changes occurring in the intestinal 
mucosa and the electron microscopic changes in the intestinal 
epithelium will be demonstrated. Attention will also be given 


to the follow-up biopsies in nontropical sprue cases, after 
treatment. 


Discussion to be opened by E. L. Posey, JR., Jackson, 
Miss. 


Gastrointestinal Arterial Insufficiency: Abdominal 
Angina. 

Joun R. Ketsey, Houston, Texas 
Circulatory insufficiency of abdominal organs has been vague- 
ly recognized and reported in the past under the terms ‘‘ab- 
dominal angina’ and “mesenteric thrombosis.’”’ Extensive 
studies have been made on patients with this syndrome before 
and after surgical procedures. Findings are reported on ab- 
sorptive studies of labeled fats, glucose tolerance, timed 
bromsulphalein clearance of the liver, as well as hepatic cir- 
culatory volume, determined by cardio-green dye studies. The 
radiographic findings, both before and after surgery, are pre- 
sented and our clinical observations on five cases, four of which 
had corrective operative procedures, are presented. 


Discussion to be opened by WILLIAM W. SHINGLETON, 
Durham, N. C. 
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The Role of Escherichia Coli in Diarrheal Disease. 
Joun D. Netson, Dallas, Texas 
The evidence for the enteropathogenic nature of certain sero- 
types of Escherichia coli will be reviewed, including the work 
with human adult volunteers. The fluorescent antibody technic 
has been used for diagnosis of Escherichia coli diarrhea in 
over 500 infants and has also been used for detecting the 
carrier state in adults. The epidemiological significance of the 
mother as a carrier in relation to disease in the infant will be 
discussed. 
Discussion to be opened by MARCEL PATTERSON, Galves- 
ton, Texas. 


Observations with the Fiberscope in Patients with 

Postgastrectomy Syndromes. 
Joun A. BaAvint and Basiv I. Hirscnowsitz, 
Birmingham, Ala. 


Observations on more than 50 patients will be presented. The 
main abnormalities observed were atrophic gastritis, simple 
gastritis, jejunitis and marginal ulceration. Gastritis appears to 
increase in severity with time after surgery, while jejunitis is 
a common cause of ulcer-like pain and bleeding. Stomal mo- 
tility seems to be an important factor in the dumping syn- 
drome. 

Discussion to be opened by Gorpon McHarpy, New 
Orleans, La. 


GUEST SPEAKER 


FRANZ J. INGELFINGER, M.D. 


Boston, Mass. 


First Conrad Wesselhoeft Pro- 
fessor of Medicine, Boston Uni- 
versity School of Medicine; Di- 
rector, V and VI Medical Serv- 
ices, Boston City Hospital; 
Member, Editorial Board, New 
England Journal of Medicine. 


Motor Dysfunctions and Other Disorders of the 
Esophagus. 


A movie of the radiologic appearance and function of the 
esophagus will be shown, and the abnormalities demonstrated 
will be interpreted on the basis of normal esophageal physi- 
ology, pathophysiological mechanisms, and the symptomatology 
produced. 


Intermission—Visit Exhibits 
Panel Discussion: Management of Hiatal Hernia. 
Moderator: Ceci. O. PATTERSON, Dallas, Texas 
Panel Members: 
Joun T. Howarp, Baltimore, Md. 


DonaLp L. PAuLson, Dallas, Texas 
ARNo W. SomMMER, Temple, Texas 


Monday, November 6 
6:30 p.m.—Cocktail party for gastroenterologists and 
guests, Sheraton-Dallas Hotel, Austin and Travis 
Rooms. 
Tuesday, November 7, 9:00 a.m. 


Dallas Memorial Auditorium 
A closed circuit color television program will be pre- 
sented jointly by the Sections on Gastroenterology, 
Medicine and Surgery. 


Harrison J. SHULL, Nashville, Tenn., presiding. 


Panel Discussion: Chronic Benign Disease of the 
Bowel. 


Moderator: DONALD F. MARION, Miami, Fla. 
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Panel Members: 


Morris J. FOGELMAN, Surgeon, Dallas, Texas 
FRANZ J. INGELFINGER, Gastroenterologist, Boston, 
Mass. 
J. R. WILLIAMS, Radiologist, Dallas, Texas 
Surgeon: G. Tom Suires, Dallas, Texas 


Open Discussion. 
Tuesday, November 7, 2:00 p.m. 
Dallas Memorial Auditorium 


Morphologic Types of Cirrhosis in Alcoholics. 
Marion D. HARGROVE, JR., and JOHN T. GALAMBOs, 
Atlanta, Ga. 


Histologic sections of liver obtained at autopsy and from 
biopsy specimens of all morphologically proven cases of cir- 
rhosis between 1956 and 1961 were studied. The records of 
patients exhibiting portal and postnecrotic cirrhosis were re- 
viewed from the standpoints of alcoholic history, race, sex 
and age. 


Discussion to be opened by Davin CaAyerR, Winston- 
Salem, N. C. 


Hepatic Metabolism of Bromsulphalein. 
Burton Compses, Dallas, Texas 


Although the BSP test has been extensively used in the 
clinical detection of hepatocellular dysfunction, the mecha- 
nisms involved in hepatic uptake and biliary excretion of BSP 
have been poorly understood. Recently, it has been demon- 
strated that BSP is conjugated with glutathione. During con- 
jugation, a bromine atom is displaced from BSP and the sulfur 
group of glutathione is attached in thioether linkage at the 
site of bromine removal. Conjugation is catalyzed by a liver 
enzyme contained in the soluble cytoplasm. BSP removal from 
blood may be influenced by alterations in liver conjugating 


enzyme activity and/or glutathione content. 
Discussion to be opened by Joun T. SEsstons, Jr.» 
Chapel Hill, N. C. 


Conjugated Bilirubin in Clinical Jaundice. 
PROSPER JARDIN, MyRTON F. BEELER, WILLIAM 
D. Davis, JR., and Puitie C. Younc, 
New Orleans, La. 
Fractionation of the conjugated bilirubin in serum of jaun- 
diced patients was accomplished by modification of the methods 
of Schmid and Schachter. Technical problems related to 
methodology were investigated. It was found that, despite 
overlapping, the percentage of pigment B (azoderivative of 
conjugated bilirubin) was greater in patients with posthepatic 
than in those with hepatic or prehepatic jaundice. The deter- 
mination was found, therefore, to be of some value in the 
differential diagnosis of jaundice. Results in a case of Rotor 
type idiopathic hyperbilirubinemia resembled those of par- 
enchymal disease. 
Discussion to be opened by Joun T. GALAMBos, At- 
lanta, Ga. 


Diuretics: Effects on Ammonia Metabolism in Cir- 
thotics. 
IRWIN B. Moore and Epwarp E. Owen, 
Durham, N. C. 
The hyperammonemia and impending coma, which develops 
in some cirrhotics receiving diuretics, involves several factors. 
Diamox and Diuril acutely increase the release of ammonia 
into the renal vein and may also decrease peripheral am- 
monia utilization. Naturetin has been found to have no acute 
effects on the blood ammonia concentration or on renal am- 
monia metabolism. Diuretics which fail to alter urine pH and, 
hence, ammonia metabolism would seem preferable in cir- 
rhotics. Chronic diuretic therapy appears to alter ammonia 


metabolism by additional mechanisms, largely potassium de- 
pletion. 


Discussion to be opened by Wit1aAm D. Davis, Jr., 
New Orleans, La. 


The Significance and Origin of Increased Serum 
Levels of Alkaline Phosphatase and L.A.P. in 
Chronic Pancreatitis. 

MartTIN H. Katser, Coral Gables, Fla. 


Patients with the established diagnoses of chronic relapsing 
Pancreatitis who had normal or elevated serum alkaline phos- 
phatase or leucine aminopeptidase were studied with a stand- 
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ard secretin test with duodenal intubation, liver profile and 
cholangiography. Elevations of L.A.P. and alkaline phos- 
phatase in duodenal aspirate appears to correlate with the 
bile pigment concentration rather than bicarbonate concentra- 
tion, indicating hepatic origin of these enzymes. 

Discussion to be opened by Atvin J. CumMMiNs, Mem- 
phis, Tenn. 


The Use of Pancreatic Enzymes in the Diagnosis 
and Treatment of Pancreatic Insufficiency. 
James W. McBer, Durham, N. C. 


In patients having chronic pancreatitis a flat triolein curve 
reverted to normal or nearly normal in every patient when 
Cotazym was added to the test meal. The same thing was true 
in patients having carcinoma of the pancreas. Clinical im- 
provement with cessation of diarrhea and significant weight 
gain followed the administration of Cotazym in nine out of 
ten patients having pancreatic insufficiency. Preliminary ob- 
servations on the value of this material are encouraging. 


Discussion to be opened by WittiaAmM A. KNIGHT, JR., 
St. Louis, Mo. 


Intermission—Visit Exhibits 


Panel Discussion: The Effects of Alcohol on the 
Gastrointestinal System. 
Moderator: JULIAN M. RurFin, Durham, N. C. 
Panel Members: 

CHARLES M. CARAVATI, Richmond, Va. 

N. C. HicHtower, Temple, Texas 

James C. Respess, Charlottesville, Va. 

HARRISON J. SHULL, Nashville, Tenn. 





SECTION ON GENERAL PRACTICE 
Officers 


Chairman 
Vice-Chairman 
Secretary 


BARNEY W. FINKEL, St. Louis, Mo. 
Ex1 R. Cox, Dallas, Texas 
STANLEY ID. Hanp, Athens, Ala. 


Host Committee: 

Ext R. Cox, Chairman 

Jack E. LANIER 

Grorce V. LAUNEY 

J. B. Murpuy 

P. E. WHITTLESEY, JR. 
Presentations limited to fifteen minutes, including 
time required for slides and/or motion pictures. Dis- 
cussion limited to five minutes. 


Tuesday, November 7, 9:00 a.m. 
Dallas Memorial Auditorium 


A joint meeting of the Sections on General Prac- 
tice and Preventive Medicine. 


Ergotamine Tartrate in the Treatment of Vascular 
Headaches. i 
RosBerT E. RYAN, St. Louis, Mo. 
The most recent successful preparations used in the sympto- 
matic treatment of migraine are presented and discussed; this 
includes rectal, inhalation, and oral types of therapy. 
Discussion to be opened by Joun P. McGovern, 
Houston, Texas. 


Louisiana State Board of Health — DPW — Home 
Nursing Project. 

ANDREW HeEpDMEG, New Orleans, La. 
This will be in the form of an up-to-date six months progress 
report on a seven pilot parish program on home nursing 
by Public Health nurses to D.A.A. clients on Louisiana wel- 
fare rolls, with the idea that it could be expanded state-wide 
if feasible with Kerr-Mills grants. 
Discussion to be opened by JouHN Bruce, New Orleans, 
a. 
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Action on Aging at the Community Level. 
Mitrorp QO. Rouse, Dallas, Texas 
Physicians and laymen who attended the White House Con- 
ference on Aging last January have a wonderful opportunity 
to apply, on a local level, the observations and recommenda- 
tions resulting from county and state surveys preparatory to 
the Washington meeting. Experience and plans in Dallas 
County will be reviewed. 
Discussion to be opened by Russett L. 
Paso, Texas. 


Dexter, El 


Intermission—Visit Exhibits 


Volunteer Fireman. 
Mat Rumpn, Fort Worth, Texas 


Recent Developments in Obstetrical and Gynecologi- 
cal Practice. 
WituiaM J. McGaniry, Galveston, Texas 


During the last five to ten years progress in the fields of 
obstetrics and gynecology has moved more rapidly than in any 
previous decade. Much of our effort has been directed toward 
the preventive aspects of our specialities in an attempt to 
reduce mortality and morbidity to a bare minimum. The 
problems of obstetrical and perinatal morbidity and a more 
physiological approach to our gynecological problems are the 
themes of the day. Attention will be stressed in dealing with 
the various obstetrical aspects contributing to perinatal mor- 
tality and morbidity, with particular attention to prematurity, 
acute toxemia, and fetal distress. Among gynecological topics 
to be presented will be the evaluation and selection of the 
patient for gynecological surgery, the current place of estrogen 
and progesterone in the management of gynecological disorders 
such as abortion, amenorrhea, and dysfunctional uterine 
bleeding. 


Wednesday, November 8, 9:00 a.m. 
Dallas Memorial Auditorium 


The Consecutive Case Conference: A Teaching Tool. 


Loyavt L. Conran, Dallas, Texas 
James F. Ham™Marsten, Oklahoma City, Okla. 


The technic of a consecutive case conference has been used 
since 1944 in reviewing the work of institutions devoted to the 
management of patients with tuberculosis. The technic has the 
advantage that teaching is based on patient material. The use 
of this procedure in other diseases will be presented, particu- 
larly the Oklahoma experience with cardiovascular consecutive 
case conferences. The application to hospital staff meetings, 
medical society meetings, and other groups will be discussed. 


Discussion to be opened by Joun S. CHAPMAN, Dallas, 
Texas. 


Office Diagnosis and Management of Chronic Pul- 
monary Disease. 


J. J. KirscHenreLp, Montgomery, Ala. 


The general practitioner can readily evaluate and treat the 
patient with chronic pulmonary disease. A simple timed vital 
capacity expirogram as a means of ventilatory function plus 
a good history and physical examination will elucidate the 
status of the patient in 90% of cases and will enable the phy- 
sician to inaugurate physiological therapy. The types of spiro- 
meters suitable for office work are discussed and a rational 
type of therapy indicated. 


Discussion to be opened by Moopy D. Jacoss, Decatur, 
Ala. 


Management of Refractory Congestive Heart Failure. 
EuGENE SpiotraA, Memphis, Tenn. 
Review of the etiologies and pathophysiologic features con- 


ducive of refractory heart failure, as well as the clinical ap- 
proach to proper diagnosis and treatment. 


Intermission—Visit Exhibits 


Carcinoma of the Cervical Stump. 
J. D. Picotrr and R. R. Braunp, Memphis, Tenn. 


The practice of routinely performing subtotal hysterectomy 
is deplored. The vast majority of uteri which are removed 
today are totally excised and this is as it should be. Certain 
clinical aspects regarding development of cancer in the residual 
cervix are presented and the management of cervical stump 
cancer is discussed. Over 100 patients with cancer of cervical 
stump have been treated and results of therapy and complica- 
tions resulting from therapy are discussed in some detail. 
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Use of Nicotinic Acid to Reduce Serum Cholesterol] 
and Remove Tissue Cholesterol. 

WiL1AM B. Parsons, Madison, Wis, 
Nicotinic acid in large doses (3 gm. daily, more in some 
patients) represents the most effective method currently ayail- 
able for reducing serum cholesterol levels. No dietary ye. 
striction is necessary. Flushing and gastrointestinal irritation 
can be minimized by modified preparations. Nicotinic acid 
probably reduces cholesterol by altering hepatic enzyme sys. 
tems concerned with synthesis (and possibly oxidation as 
well). Hepatic enzyme tests (SGOT, SGPT, sometimes BSP, 
occasionally LDH) may be moderately elevated during therapy, 
Liver biopsies have failed to show any consistent abnormality, 
Cholesterol deposits in skin and tendons have disappeared 
during therapy, demonstrating that tissue cholesterol can be 
removed. It cannot yet be stated that cholesterol is removed 
from atherosclerotic plaques or that their development is 
prevented. 


Management of Rheumatic Diseases in General 
Practice. 
Euciip M. Situ, Hot Springs, Ark. 


Correlation of adequate laboratory and x-ray studies with a 
complete physical examination and history greatly simplifies the 
clinical approach to the problem of rheumatic diseases and 
enables the practitioner to develop a sound therapeutic pro- 
gram. Concurrent pathological states must be taken into 
account. 


Business Session. 


SECTION ON GYNECOLOGY 
Officers 


Chairman 


Wo. Durwoop Succs, Richmond, Va. 
Vice-Chairman 


LAWRENCE L. HESTER, JR., 
Charleston, S. C. 


Secretary Burorp Worp, Birmingham, Ala. 


Host Committee: 

Stewart A. FisH, Chairman 

H. C. HENDERSON, JR. 

MICHAEL KURILECZ 

ORAN V. PREJEAN 

James G. STOUFFER 

JuLes W. VIEAUXx 
Presentations limited to twelve minutes, including time 
required for slides and/or motion pictures; the Chair- 
man and out-of-territory essayist to be allowed thirty 
minutes. 


Tuesday, November 7, 8:30 a.m. 


Dallas Memorial Auditorium 


Bloodless Technic of Cold Knife Conization of the 
Cervix: Ring Biopsy—(Film). 
JoserpH W. Scorr, Miami, Fla. 


Morphology of the Prepubertal Ovary. 
J. A. Merritt, Oklahoma City, Okla. 
A study of the structure of the ovary before normal function 
begins. 
Ovarian Neopl in Preadolescence. 
BRADLEY D. ADAMs and RAYMOND H. KAUFMAN, 
Houston, Texas 


A clinical analysis of neoplastic tumors of the ovary in chil- 
ren. 





Vesicourethral Suspension. 
Ross F. Bass, Jackson, Miss. 


A ten year follow-up study of the results of vesicourethral 
suspension. 
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The Management of Urethrocele and Cystocele. 
SAMUEL S. LAMBETH and T. L. FLICKINGER, 
Maryville, Tenn. 
A urologist and gynecologist cooperate in seeking the best 
method of urethrocele and cystocele repair. 


Discussion Period. 


Intermission—Visit Exhibits 


GUEST SPEAKER 


DANIEL G. MORTON, M.D. 
Los Angeles, Calif. 


Chairman and Professor, De- 
partment of Obstetrics and Gy- 
necology, University of Califor- 
nia at Los Angeles; Director, 
American Board of Obstetrics 
and Gynecology. 


Surgical Treatment of Cervical Cancer. 


Exfoliative Cytology in Treated Malignancy. 
LuTHER M. TALBERT, ROBERT G. BRAME and 
LEONARD PALUMBO, JR., Chapel Hill, N. C. 
The value of exfoliative cytology in follow-up examinations 
of 500 patients with proved cervical malignancy. 
Carcinoma of the Endometrium. 
Donatp F. BARRAZA and GEORGE T. SCHNEIDER, 
New Orleans, La. 
A presentation of knowledge gained from experiences in treat- 
ing 175 cases of endometrial carcinoma. 
Discussion Period. 
Wednesday, November 8, 8:30 a.m. 
Dallas Memorial Auditorium 


Vaginal Hysterectomy with Complete Repair—(Film). 
W. B. InMon, Jackson, Miss. 


A Phase of Ectopic Pregnancy. 

WALTER V. B. CHERNy, Durham, N. C. 
New ideas on the etiology of ectopic pregnancy. 
The Premenstrual Tension Syndrome. 

Wo. E. BaArFIELD, Augusta, Ga. 

The role of hormone therapy in the alleviation of premenstrual 
tension. 
Principles of Vaginitis Therapy. 

WILLIAM F. Guerriero, Dallas, Texas 
The etiology of vaginitis and principles of treatment. 


Discussion Period. 


Chairman’s Address: The Significance of Obesity in 
Gynecological Practice. 


Wm. Durwoop Succs, Richmond, Va. 


Business Session. 
Intermission—Visit Exhibits 


Hysterectomy at Tulane. 
C€. GorDON JoHNson, New Orleans, La. 
An analysis of the results of 3,551 hysterectomies performed 


= Tulane service at Charity Hospital of Louisiana 1952- 
959. 
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A Chemical Tourniquet for Vaginal Surgery. 


FREDERICK P. ZuUsPAN, Augusta, Ga. 


How to prevent the serious hazard of hemorrhage during and 
after vaginal operations. 


Discussion Period. 


Wednesday, November 8 


12:00 noon—Joint Luncheon with Section on Obstet- 
rics, Sheraton-Dallas Hotel, Ballroom 
Foyer. Wives invited. Daniel G. Morton, 
Los Angeles, Calif., and Kenneth T. 
MacFarlane, Montreal, Canada, guests. 


Wednesday, November 8, 2:00 p.m. 
Dallas Memorial Auditorium 


Obstetrical and Gynecological closed circuit color tele- 
vision program originating from the Parkland Memo- 
rial Hospital. ‘ 
Chairmen for the Television Program: 

James T. Downs, III, Dallas, Texas 

Stewart A. Fisu, Dallas, Texas 
Diagnosis and Treatment of Pelvic Mass. 
Moderator: DONALD GRANT HArreL, Dallas, Texas 
Surgeon: REUBEN H. ADAMS, JR., Dallas, Texas 
Radiologist: Jack R. REYNoLDs, Dallas, Texas 
Panel Members: 

Frep J. Bonte, Dallas, Texas 

MicHaAEL Howett, Dallas, Texas 

WILLIAM G. LANGsTON, Dallas, Texas 
Pathologist: VERNIE A. STEMBRIDGE, Dallas, Texas 


SECTION ON INDUSTRIAL MEDICINE 
AND SURGERY 


Officers 
Chairman. A. N. SAM Houston, New Orleans, La. 
Chairman-Elect........ James L. Hucues, Greer, S. C. 
Vice-Chairman......... JAMES FRENKIL, Baltimore, Md. 
Secretary..... WILuiAM L. MAcon, Jr., St. Louis, Mo. 


Host Committee: 

Rosert J. Ports, Chairman 

FREDERICK FINK 

VANIS PENNINGTON 

RICHARD J. PULS 
Presentations limited to fifteen minutes, including time 
required for slides and/or motion pictures; the Chair- 
man and out-of-territory essayist to be allowed thirty 
minutes. Discussion limited to five minutes. 


Tuesday, November 7, 2:00 p.m. 
Dallas Memorial Auditorium 


Chairman’s Address: Responsibilities of the Indus- 
trial Surgeon. 
A. N. Sam Houston, New Orleans, La. 


Emphasis will be placed on the responsibilities of an industrial 
surgeon and particular emphasis will be upon the part time 
industrial surgeons and consultants and the independent who 
does a limited amount of industrial surgery or medicine, to 
keep abreast of advancements and requirements for proper 
care of the patients with due regard to protect the employer 
and/or the insurer. 


Industrial Eye Injuries. 


W. Howarp Lewsn, St. Louis, Mo. 


This paper will point out some of the problems arising in an 
active industrial eye office. The importance of careful history 
and physical examination during the initial visit is stressed. 
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A review of some of the more common types of industrial eye 
injuries and conditions is made. Color slides illustrating some 
of these conditions are shown. 


Intermission—Visit Exhibits 


Common Fallacies in the Treatment of Burns. 
Morris J. FOGELMAN, Dallas, Texas 


Although the treatment of severe thermal injury has evolved 
to an almost standardized regime, the mortality and morbidity 
remain inordinately high. Clinical and laboratory data will be 
presented to demonstrate the fallacy of certain facets of burn 
therapy. The pitfalls of formulae for fluid replacement, the 
evil of blood administration during the early course of therapy, 
the dextran myth, antibiotic deceit and the rejection of granu- 
lation tissue as a healthy graft bed, are a few of the concepts 
of study. 


Discussion to be opened by E. FRANK Dunrton, Dallas, 
Texas. 


Local Therapy in the Extensively Burned. 
T. G. BLocker, Jr., Galveston, Texas 


Over a period of fourteen years more than 1,200 in-patients 
have been treated for burns of varying extent, depth, and 
stage of healing at the University of Texas Medical Branch. 
A variety of local technics and laboratory investigative meas- 
ures have been utilized. Recent innovations in mechanical 
cleansing and debridement have facilitated the surgical care 
of a large number of extensive burns. Improvement in the 
effectiveness of therapy, as measured by morbidity, mortality, 
and the ultimate patient rehabilitation, will be discussed. 


Discussion to be opened by Curtis P. Artz, Jackson, 
Miss. 


Ruci s 





Tuesday, November 7 


6:30 p.m.—Cocktail party for members of the Section 
and guests, Adolphus Hotel, Parlor A. 


Wednesday, November 8, 9:00 a.m. 


Dallas Memorial Auditorium 


The Practicing Physician and Occupational Medicine. 
GraADIE R. ROWNTREE, Louisville, Ky. 
Physicians in private practice must meet the occupational 
medical needs of small business. Ways and means for the 
practicing physician to prepare himself to assume this respon- 
sibility and methods for interesting and stimulating manage- 
ment of small business to establish occupational medical pro- 
grams will be discussed. 
Discussion to be opened by RicHARD A. SuTTER, St. 
Louis, Mo. 


An Industrial Evaluation of Dermatitis of the Hands. 
ARTHUR WRIGHT NEILSON, St. Louis, Mo. 


A general discussion of dermatological disease in industry, 
from the viewpoint of the physician, employee, and employer 
is set out. A differential diagnosis of some common dermatoses 
seen in an industrial practice, with special emphasis on skin 
diseases of the hands and arms, follows. Treatment of the 
dermatological evidences of the disease is considered, as well 
as measures used in the plant to forestall recurrences of the 
problem. 


Discussion to be opened by ArtuurR G. Scuocn, Dallas, 
Texas. 


Intermission—Visit Exhibits 


Early Treatment of Hand Injuries. 
J. Rosert Cocuran, Fort Worth, Texas 


Fundamental principles of early treatment of hand injuries 
are re-emphasized. Hemorrhage can be controlled with a 
sterile pressure dressing, and the clamping of bleeders and 
probing of the wound should be avoided until operating room 
facilities are available. Diagnosis should be done by functional 
testing rather than exploring the wound. The how, when and 
where of the injury, the nature and location of the wound 
and the time factor are necessary to determine the proper 
treatment of tendon injuries. 


Discussion to be opened by Louis J. Levy, Fort Worth, 
Texas. 


OCTOBER 196] 


GUEST SPEAKER 


EDWARD J. SCHOWALTER, M.D. 
New York, N. Y. 


Medical Director, Western Elec. 
tric Company. 





A Concept of Medical Service in Industry. 


The presentation will begin with a very brief summary of 
the highlights of the history of occupational medical service, 

hen, a concept of modern industrial medical service will be 
presented. The objectives of such service and the principles 
involved will be discussed. 


SECTION ON MEDICINE 
Officers 


Chairman .Ketty T. McKee, Charleston, S. C, 
Chairman-Elect .I. Frank TuL.is, Memphis, Tenn. 
Vice-Chairman. ...JAMES A. FARLEY, Fort Worth, Texas 
Secretary......MARGARET S. KLAPPER, Birmingham, Ala. 
Host Committee: 


LEONARD J. FLOHR, Chairman 
JAMEs F. Biccarr, Jr. 

JAMeEs A. FARLEY 

RoserT B. GILEs, JR. 


Presentations limited to fifteen minutes, including 
time required for slides and/or motion pictures; the 
Chairman and out-of-territory essayist to be allowed 
thirty minutes. Discussion limited to five minutes. 


Tuesday, November 7, 9:00 a.m. 
Dallas Memorial Auditorium 
A closed circuit color television program will be pre- 


sented jointly by the Sections on Gastroenterology, 
Medicine and Surgery. 


HArRISON J. SHULL, Nashville, Tenn., presiding. 
Panel Discussion: Chronic Benign Disease of the 
Bowel. 

Moderator: DoNALD F. MARION, Miami, Fla. 

Panel Members: 


Morris J. FOGELMAN, Surgeon, Dallas, Texas 

FRANZ J. INGELFINGER, Gastroenterologist, Boston, 
Mass. 

J. R. WittiaMs, Radiologist, Dallas, Texas 


Surgeon: G. Tom Suires, Dallas, Texas 


Open Discussion. 


Tuesday, November 7, 2:00 p.m. 


Dallas Memorial Auditorium 


Chairman’s Address: The Occurrence and Progression 
of Pulmonary Emphysema. 


Ketty T. McKee, Charleston, S. C. 
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Experiences with the Combined Secretin and Cytology 

Test in the Diagnosis of Pancreatic Disease. 

JuLIUs L. GOLDENBERG, SIDNEY A. COLEMAN, JrR., and 
ALVIN J. Cummins, Memphis, Tenn. 


Diagnostic pancreatic drainage was attempted in 37 patients. 
The technic utilizes duodenal intubation of the fasting pa- 
tient and chemical and cytological study of the duodenal con- 
tent before and after secretin administration. 


Discussion to be opened by JouN A. BALINT, Birming- 
ham, Ala. 


Direct-Writing Phonocardiography in Clinical Prac- 
tice: Application to Diagnostic Problems. 
NATHAN SALKY, DANIEL A. Bropy and JOHN W. EvANs, 
Memphis, Tenn. 
An evaluation of a direct-writing phonocardiograph, developed 
in the authors’ laboratory and data in more than 250 subjects 
with interesting, unusual or perplexing ausculatory findings is 
presented. The instrument compared favorably with a standard 
photographic unit in providing information of clinical impor- 
tance. The main advantages of the direct-writing technic are: 
1. The ability to monitor quality and content of the tracing as 
it is inscribed; 2. Its convenience and ready availability. Illus- 
trations of its application to diagnostic problems will be pre- 
sented. 


Discussion to be opened by BEN D. FriepMan, Dallas, 
Texas. 


Intermission—Visit Exhibits 


Exercise Training in Chronic Lung Disease. 
Haroip F. TAYLoR and WILLIAM F. MILLER, 
Dallas, Texas 
Regular exercise is known to promote a state of physical fit- 
ness. In an effort to rehabilitate patients with chronic dis- 
abling lung disease this concept was employed. The results of 
physical training and education have shown that it is possible 
to increase exercise tolerance. The more efficient response to 
exercise is accompanied by a decrease in pulse and respiratory 
rates and may decrease oxygen consumption by 30% for any 
given work load. Oxygen inhalation is often a necessary ad- 
junct to minimize physiological stress and facilitate training. 


Discussion to be opened by BEN V. Branscoms, Bir- 
mingham, Ala. 


GUEST SPEAKER 


JOHN S. LaDUE, M.D. 
New York, N. Y. 


Associate Clinician, Sloan-Ket- 
tering Institute; Associate Pro- 
fessor of Clinical Medicine, Cor- 
nell University Medical Col- 
lege. 


Use of Thrombolytic Agents in the Treatment of 
Heart Disease. 


The biochemistry and physiology of the fibrinolytic system 
will be reviewed. Experimental evidence will presented 
demonstrating the dissolution of clots in the coronary arteries 
and salvage of myocardium deprived of its oxygen for three 
hours. Methods for estimating the priming and maintenance 
doses of streptolysin and plasmin will be discussed together 
with the expected toxic manifestations and measures presently 
available for their control. Emphasis will be made on the 
difficulty of evaluation of the effectiveness of fibrinolytic 
agents and the necessity for careful control as well as the 
futility of giving inadequate therapy. Description and discus- 
sion of the clinical effects of thrombolytic agents in acute 
myocardial infarction and some forms of peripheral vascular 
disease will conclude the presentation. 


Business Session. 


Tuesday, November 7 


6:00-8:00 p.m.—Cocktail Hour, Chaparral Club, South- 
land Life Building. 
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Wednesday, November 8, 9:00 a.m. 


Dallas Memorial Auditorium 


Current Headache Therapy. 
LEsTER S. BLUMENTHAL and MARVIN Fucus, 
Washington, D. C. 
It has been established that changes in muscles, blood vessels 
and nerves about the head and neck can produce headache. 
Newer chemical research has provided enzymes and other 
humoral agents that can produce and modify headache phe- 
nomena. Agents now available enable an increasing number of 
patients to prevent or effectively handle their headache attacks. 


Discussion to be opened by Henry D. Ocpen, New Or- 
leans, La. 


Studies in Renal Hypertension. 
H. V. MurbAucu, JR., and JEAN MCNEIL Morcan, 
Birmingham, Ala. 
A large series of hypertensive patient studies by hippuran 
renogram, renal biopsy and other tests will be presented. The 
renogram has been used in 300 cases and is valuable in 
screening for urologic disease, as well as in correctly diagnosing 
renal arterial occlusion in 14 cases. The renal biopsy is useful 


in selected cases in the diagnosis of renal vascular disease and 
correctly locates the site of the lesion. 


Discussion to be opened by JorGEN U. SCHLEGEL, New 
Orleans, La. 


Medical Adrenalectomy with Triparanol (Mer/29) 
in Cushing’s Syndrome. 


HOLBROOKE S. SELTZER, Dallas, Texas; 
James C. MELBy, Little Rock, Ark. 


Triparanol (MER/29), an inhibitor of cholesterol synthesis, 
rapidly depresses excretion of urinary 17-hydroxycorticosteroids 
in Cushing’s syndrome. In five patients with Cushing’s syn- 
drome, adrenocortical suppression has been maintained for 
months on 2,000 mg. triparanol per day or less. Clinical mani- 
festations markedly resolved in three patients with bilateral 
hyperplasia, and were partially suppressed in two women with 
recurrent adrenal carcinoma. The data suggest that triparanol 
can rapidly induce a “medical adrenalectomy” which is main- 
tainable and reversible. 


Discussion to be opened by ALBERT SEGALOFF, New 
Orleans, La. 


Intermission—Visit Exhibits 


The Systematic Therapy of Insulin-Deficient Diabetes 
Mellitus. 


Leon S. SMELO, Birmingham, Ala. 


A method of diabetic control with insulin administration be- 
fore breakfast is presented. Through day-to-day increments the 
amounts of long-lasting insulin necessary to secure fasting nor- 
moglycemia and of rapid-acting insulin to overcome post- 
prandial hyperglycemia are determined. The combination of 
these two insulins is replaced by a single dose of intermediate 
insulin administered before breakfast. Formulae for accom- 
plishing this transfer of insulins are demonstrated in a series 
of clinical presentations. 


Discussion to be opened by Haroip L. Dosson, Hous- 
ton, Texas. 


Innocent Murmurs. 
DALE Groom, Charleston, S. C. 


The differentiation of innocent from pathologic murmurs can 
be a most difficult decision, one which is not reducible to 
any simple set of rules. Certainly all systolic murmurs of 
more than moderate intensity and all diastolic ones are not 
necessarily indicative of heart disease. Nor are all faint ones 
benign. Obviously the loud murmurs of advanced valvular 
disease are, in early stages, of comparably low intensity. The 
origin, transmission and clinical characteristics of the major 
types of innocent murmurs are reviewed. 


Discussion to be opened by C, THorre Ray, Columbia, 
Mo. 
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SECTION ON NEUROLOGY AND PSYCHIATRY 


Officers 
Chairmen. ......... CuHarRLEs E. DowMan, Atlanta, Ga. 
Chairman-Elect Joe E. Ty cer, Tulsa, Okla. 
2, WiLuiAM G. Reese, Little Rock, Ark. 


Host Committee: 


JAmes K. PEeDEN, Chairman 
Warp G. DIxon 

CLARENCE S. HOEKSTRA 
ROBERT L. LEON 

Tom M. NASH 

SHEFF D. OLINGER, JR. 


Presentations limited to fifteen minutes, including 
time required for slides and/or motion pictures; the 
Chairman and out-of-territory essayist to be allowed 
thirty minutes. Discussion limited to five minutes. 


Monday, November 6, 9:00 a.m. 
Dallas Memorial Auditorium 


Clinical Results of Meprobamate and Chlordiaze- 
poxide Compared. 


VERONICA M. PENNINGTON, Jackson, Miss. 


In March 1960 a comparative study of meprobamate and 
chlordiazepoxide was begun. Two hundred and ninety-seven 
patients were in the study. The diagnostic groups represented 
were the schizophrenias, psychoneuroses, manic depressive re- 
actions, sociopathic personality disturbances, acute and chronic 
brain syndromes. Some of the patients, being their own con- 
trols, were rotated on meprobamate, chlordiazepoxide, and 
placebo to evaluate the medicaments. Many of the group were 
on multiple phrenotropic medication, including one of the 
phenothiazines, and were also rotated on the drugs being 
evaluated. Laboratory results and reports from other investi- 
gators are given. Slides showing percentages of results are 
shown and conclusions delineated. 

Discussion to be opened by James N. Sussex, Birming- 
ham, Ala. 


Drug Effects on the EEG Pattern. 
Martin L. Tow er and Joun B. Kine, 
Galveston, Texas 
The purpose of this presentation is to summarize previous 
reports having to do with drug effects on the EEG pattern 
and particularly to present data that accumulated during the 
past year relative to some of the newer neuropharmacologic 
products that significantly alter the EEG pattern. It is felt 
that physicians in general, particularly those in the specialties 
of neuropsychiatry and neurosurgery, should be familiar with 
such “‘drug artifact’’ thereby minimizing the problem for EEG 
laboratories as well as having a better understanding of the 
limitation of the value of the EEG that may be created by 
such ‘‘drug artifact.’ 


Discussion to be opened by Paut M. Levin, Dallas, 
Texas. 


Space-Consuming Lesions Identified Following a 
Diagnosis of a Psychiatric Disorder. 

R. Burke Suitt, Harlan, Ky.; 

Joun T. Rosson, Williamson, W. Va. 


This paper is the result of an analysis of the original and 
subsequent profile of symptoms, signs, and relevant laboratory 
findings in ten patients. Each of these had been first diagnosed 
as having a psychiatric disorder, but later intercranial tume- 
faction was demonstrated. The effect of the delay in neuro- 
surgical diagnosis and of the treatment administered in rela- 
tion to the psychiatric diagnosis is next evaluated, including 
those effects pointing to diagnostic error. Signs and symptoms 
pointing directly to organic brain disease are considered. 


Discussion to be opened by RAEBURN C. LLEWELLYN, 
New Orleans, La. 


Intermission—Visit Exhibits 


Hypnotic Studies of Patients with Suspected Epilepsy. 
HAROLD RoseN and A. EARL WALKER, Baltimore, Md. 


Between 1948 and 1960, ninety-two patients with tentative 
diagnoses of organic epilepsy were studied psychotherapeutically 
on hypnotic levels. Convulsions ceased, at least temporarily. 
These patients fall into two groups: a. patients with organic 
pathology; b. patients with convulsions on an emotional basis. 


OCTOBER 1961 


Psychiatric diagnoses include: a. conversion reactions; b, 
schizophrenic equivalents (with antidepressants serving as 
placebos); c. character (or personality) disorders. Diagnostic 
considerations, treatment recommendations and medico-legal 
problems are summarized. Problems involved are discussed in 
detail. 

Discussion to be opened by Tom M. Nasu, Dallas, 
Texas. 


Psychiatry, Television, Medical Education—(Film). 
FLoy JAcK Moore and L. C. HAngs, Jackson, Miss, 


This film gives four perspectives of television presentations 
of psychiatric interviews, physical examination, and laborat 
demonstrations. The four views shown are from: 1. the lecture 
room; 2. the face of the television tube (kinescope); 3. the 
control room; and 4. the studio itself (patient’s point of view), 
Different technics are presented, including use of one, two, 
or three monitors for special effects. The conclusion shows 
architects’ plans for the new psychiatry ward with incorporated 
facilities for experimental as well as conventional use of 
television. 


Monday, November 6, 2:00 p.m. 
Dallas Memorial Auditorium 


A Case of Malunion of the Femur, Treated by 
Group Psychotherapy and Psychodrama. 

NEVILLE Murray, San Antonio, Texas 
A case history is presented of a seventeen year old female suf- 
fering from character disorder, who, following an automobile 
accident, suffered from malunion of the femur. The situation 
was handled by therapy conducted with the parents without 
the physical presence of the patient or her awareness that she 
was involved in a therapeutic process which was instrumental 
in bringing about beneficial effects. The author uses the case 
to exemplify the possibilities of utilizing similar methods to 
bring influence to bear on family members who are unwilling 
to submit themselves directly to. psychiatric care, by changing 
relationships with pivotal family members. The principles 
and effectiveness of group therapy are brought to the atten- 
tion of all physicians. 
Discussion to be opened by JoserH B. PARKER, Jr., 
Lexington, Ky. 


Married Couples’ Group in Therapy of Psycho- 
neuroses. 
Frep O. HENKER, III, Little Rock, Ark. 


A therapy group has been formed, composed of married 
couples, one member of which has some ambulatory psycho- 
neurotic condition. Goals are re-educative, directed toward 
utilization of assets available in marriage, toward improving 
symptom-producing conflicts. Each person is considered as a 
part of the disorder under treatment. During one year this 
group has functioned smoothly and effectively. A majority of 
the patients have shown significant improvement, and only 
one has required brief hospitalization. 

Discussion to be opened by Jess V. Coun, Fort Lauder- 
dale, Fla. 


The Durable Incompatible Marriage: Psychological 
Characteristics of the Partners. 
Joun R. CAvANAGH, Washington, D. C. 


There seem to be a certain number of marriages in which so 
many incompatible factors are present that they usually are 
broken by divorce or separation. A small percentage of these 
marriages, however, persist. An attempt was made to deter- 
mine by a study of twenty-five cases what psychological char- 
acteristics of the partners lead to the durability of such 
marriages. 

Discussion to be opened by Ropert L. STUBBLEFIELD, 
Dallas, Texas. 


Intermission—Visit Exhibits 


The Varieties of Affective Disturbances. 
Lestie B. HOHMAN and WILLIAM P. WILSON, 
Durham, N. C. 


It is the opinion of the authors that the affective disorders 
have been too closely linked to only elation and depression (be- 
cause of the manic depressive concept). It is believed that any 
affect may be pathologically prolonged and that with this 
concept many cases fall clearly into the recoverable group of 
cases that are mistakenly and frequently diagnosed as schizo- 
phrenia. Cases of affective confusion and affective anger to 
illustrate this point of view will be presented. 


Discussion to be opened by CHARLES WATKINS, New 
Orleans, La. 
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GUEST SPEAKER 


LOUIS JOLYON WEST, M.D. 
Oklahoma City, Okla. 


Professor and Head, Depart- 
ment of Psychiatry, Neurology, 
and Behaviorial Sciences, Uni- 
versity of Oklahoma School of 
Medicine. 


Experimental Psychiatry: An Overview. 
Monday, November 6 


6:00-8:00 p.m.—Cocktail Party for members and guests 
of the Section, courtesy of the Timberlawn Psy- 
chiatric Center, Dallas, Texas, Adolphus Hotel, 
French Room. 


Tuesday, November 7, 9:00 a.m. 
Dallas Memorial Auditorium 


The Management of Spontaneous Subarachnoid 

Hemorrhage. 
Grorce W. SMITH and WILLIAM D. Lowery, JR., 
Augusta, Ga. 


A review of the patients admitted to the Medical College of 
Georgia Hospitals over a four year period is analyzed and 
presented, supporting conservation management in the first 
seven days of the subarachnoid hemorrhage, followed by de- 
finitive intracranial surgery. Carotid arteriography is _ per- 
formed routinely as soon as the patient is admitted and post- 
operative arteriograms are performed when possible. Surgical 
technics included carotid ligation, segmental clipping, aneu- 
rysmal neck clipping, prosthetic clipping, and the reinforcing 
of aneurysm and parent vessel with plastics. The pros and 
cons of the use of hypothermia, vasodepressors, and intraven- 
ous urea are explored. The factors of trauma and dissection 
of the parent vessel and the maintenance of physiological blood 
pressure pre- and postoperatively, and during surgery, are 
discussed. 


Discussion to be opened by SvEN G. ELIAsson, Dallas, 
Texas. 
| 


Psychology, Organicity, and the ““Whiplash.”’ 


WittiaAM H. Youne, Jr., Alexandria, Va.; 
James H. MAsterson, Arlington, Va. 


This is a study of an unusual case of ‘‘whiplash”’ injury with 
obvious emotional elements, clinical and neurological evidence 
of psychomotor epilepsy and diffuse brain damage, cervical 
and dorsal strain, and serious problems in medical and voca- 
tional management. Reviewing the literature, the authors at- 
tempt generalization about this particular injury and related 
problems. With brain damage the major treatment approach 
must be psychodynamically oriented. Treatment in this case 
was a closely collaborative one between the orthopedist and 
the psychiatrist with neurosurgical and other consultants and 
ancillary personnel. 


Discussion to be opened by JorcE A. LAZARTE, Birming- 
ham, Ala. 





Business Session. 
Intermission—Visit Exhibits 


eas Address: Congenital Anomalies of the 
pine. 
CHARLES E. DowMan, Atlanta, Ga. 


Migraine—A Diagnostic Dilemma? Or Waste-Basket 
Syndrome? 


Moses ASHKENAZY, Houston, Texas 


The differential diagnosis from migraine-like states, cluster 
headaches, atypical facial neuralgia, intracranial ruptured aneu- 
Tysms, labyrinthitis, hemianopsia, syncope, and even space- 
occupying lesions, and anxiety neurosis will be outlined. The 
Tesults of both conservative and/or surgical decompressive 
cervical foraminotamies, and neurolysis in a large personal 
Series of over 950 patients clinically demonstrate the enigmatic 


variants of painful afflictions of the head in particular. The 
vast array of neurological syndromes, and the frequency of 
vascular insufficiencies, secondary to coincidental cervical le- 
sions will be emphasized, particularly in the presence of a 
‘negative’ detailed neurosurgical work-up. All of the 950 
patients received initial conservative treatment, which failed 
within periods of months or years, so that 17 per cent of 
these eventually required cervical laminectomy for more per- 
manent relief. 


Discussion to be opened by Grant L. BoLanp, Dallas, 
Texas. 


The Incidence and Mechanisms of Shock in Head 
Injury. 
Wo. Kemp C rark, Dallas, Texas 


Surgical shock, as manifest by hypotension, tachycardia, poor 
venous filling, decreased renal output, or any combination of 
these factors may be seen in cerebral injury. However, sur- 
prisingly little data is available indicating the precise incidence 
of shock in head injury. Even less data is available relating to 
the incidence of various types of shock, hypoxic shock, hypo- 
volemic shock, hemorrhagic shock, et cetera, in head injuries. A 
survey of 500 head injury cases seen at Parkland Memorial 
Hospital, Dallas, has been done relating to these points. Inci- 
dence, management of the shock state, and the significance of 
associated injury have been evaluated. The importance of 
management by insuring a patent airway, proper use of bl 
transfusions, use of adequate amount of saline solutions, and 
a diligent search for associated injury is apparent by review 
of the statistics obtained. 


Discussion to be opened by Davip W. StnTON, Little 
Rock, Ark. 


SECTION ON OBSTETRICS 


Officers 
Chairman. .. ERNEST W. FRANKLIN, JR., Charlotte, N. C. 
Vice-Chairman. .....JOHN D. Gorpinter, Louisville, Ky. 
Secretary...... HERBERT H. Tuomas, Birmingham, Ala. 


Host Committee: 


James T. Downs, Jr., Chairman 

H. C. HENDERSON, JR. 

ORAN V. PREJEAN 

James G. STOUFFER 

JuLes W. VIEAUx 
Presentations limited to ten minutes, including time 
required for slides and/or motion pictures; the Chair- 
man and out-of-territory essayist to be allowed thirty 
minutes. Discussion limited to five minutes. 


Monday, November 6, 2:00 p.m. 
Dallas Memorial Auditorium 


Phenothiazine Derivatives: An Adjunct to Obstetrical 
Analgesia with Special Reference to Propiomazine. 
RoserT V. BARNETT, Birmingham, Ala. 


A large number of related drugs, the phenothiazines, have 
in recent years been used to augment obstetrical analgesia. An 
effort to compare the relative merits of Phenergan, Sparine, 
and Largon in this area has been made, with reference to 
maternal side effects, effect on course of labor, fetal depres- 
sion, and other obstetrical variables. The newest of these 
drugs, Largon, apparently holds considerable potentiality. 


Amniotic Changes in Erythroblastosis. 
Gorpon T. Cow tes, Amarillo, Texas 
A study of the changes in the amniotic fluid to see if earlier 


signs of sensitization can be detected than is found in the 
unrealistic rising titer of antibodies. 


Prolapse of the Umbilical Cord: A Ten Year Study. 
EpwWIn EARLE DiLworTH, WILLIAM KALMACK and 
JAMEs V. Warp, Shreveport, La. 


A ten year study of prolapse of the umbilical cord in approxi- 
mately 170 cases at Confederate Memorial Medical Center is 
analyzed. Perinatal mortality is now of prime concern and the 
methods of achieving optimal results are discussed. Cesarean 
section in recent years has come to the forefront in dealing 
with this problem. 
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Question and Answer Period. 


Intermission—Visit Exhibits 


GUEST SPEAKER 


KENNETH T. MacFARLANE, M.D. 


Montreal, Canada 


Associate Professor of Obstetrics 
and Gvnaecology, McGill Univer- 
sity; Obstetrician and Gynaecolo- 
gist-in-Chief, The Montreal Gen- 
eral Hospital. 





Perinatal Mortality in the Private Service of a 
Teaching Hospital. 


This study is an analysis and review of 400 perinatal deaths 
in over 14,000 deliveries on the private service of the Mon- 
treal General Hospital. The results obtained in patients of 
above average economic status, under the personal attention 
of highly qualified medical personnel through the prenatal 
and natal periods, followed by closely supervised pediatric 
care of the newborn, provide an interesting statistical study. 
Hypoxia associated with immaturity, prematurity and placental 
separation still remains the major cause of perinatal mortality. 
It is in this area where further study and control would ap- 
pear necessary. 


Median Episiotomy. 


JoserH W. PILKINGTON, St. Petersburg, Fla. 


Median episiotomy is recommended because of the simplicity 
of repair and the proper anatomic relationships. The fear of 
extension of the median episiotomy need not be the catastrophe 
as was once believed. A review of 123 cases of complete 
perineotomy is presented. A technic repair of median episi- 
otomy and perineotomy is also presented. 


The Use of Progestins for Oral Contraception. 
WiLtiAmM C. ANDREWs and MAson C. ANDREWS, 
Norfolk, Va. 


The ability of certain progestins to block ovulation has pro- 
vided a safe, convenient oral form of physiologic conception 
control. These compounds taken cyclically from the fifth to the 
twenty-fourth day of each cycle have been found to be un- 
usually effective in accomplishing this purpose. Dosage sched- 
ules and side effects are discussed. 


Organization of an Obstetrical and Gynecological 
Department in a Private Hospital. 


Rosert D. ANspAuGH, Oklahoma City, Okla. 


In a recently opened 200 bed private hospital it has been 
interesting to note the problems and solutions in the following 
fields: 1. Selection of the obstetrical and gynecological staff; 
2. Limitation of privileges (general surgeons do no gyne- 
cology, except under the Grandfather Clause, and general 
practitioners are limited); 3. Means of improving privileges; 
4. Tissue Committee; 5. Sterilization Committee; and 6. Ex- 
ecutive Committee. 


Suppression of Lactation. 
STEDMAN W. SMITH and WILLIAM S. WoMACK, 
Salisbury, Md. 


A study of over 1,000 cases in which Deladumone 2X was 
used. This preparation was compared with other drugs in a 
double blind study. The control on the patients was done by 
doctors which should make the study of great value. 


Question and Answer Period. 
Tuesday, November 7, 2:00 p.m. 
Dallas Memorial Auditorium 


Amnionic Fluid of Bilirubin Studies. 
Patrick C. Reppin, Little Rock, Ark. 


Amnionic fluid was obtained by abdominal tap on subjects at 
or near term. Total bilirubin determinations were carried out. 
Rh negative patients with titers were compared with controls 
as were HBO incompatibles. At the present time amnionic 
fluid iron studies are being done and the results will also be 
presented. 
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Uterine Inertia. 


WADE M. CLINE, Birmingham, Ala. 


A study of those cases not responsive to Pitocin as well as a 
study of additional therapeutic agents such as calcium, vitamin 
B complex, potassium and others. 


Group Practice in Obstetrics. 
JosepH W. Perry and Davin E. Dunn, Jr, 
Montgomery, Ala. 


The Pregnant Patient with Heart Disease. 

JouN M. Sorrow, JRr., Chapel Hill, N. C. 
The most common cardiac disorder encountered in the preg- 
nant patient is rheumatic heart disease. The correct diagnosis 
of heart disease during pregnancy is made more difficult by 
certain of the physiologic changes accompanying normal 
pregnancy. Some of these changes also increase the circulatory 
burden on the heart. An accurate evaluation of the ability of 
a particular patient’s damaged cardiovascular system to tolerate 
this increased burden plays a major role in determining how 
this patient should be managed while pregnant. The various 
methods of management are (a) therapeutic abortion, the need 
for which has been decreasing; (b) cardiac surgery during 
pregnancy, provided a surgically amenable lesion is present, 
and/or (c) medical management. 


Question and Answer Period. 
Intermission—Visit Exhibits 


Chairman’s Address: Image of the Doctor. 
ERNEST W. FRANKLIN, JR., Charlotte, N. C. 


Business Session. 


Three Stages of an Obstetrician. 

FLETCHER S. SLUDER, JR., Asheville, N. C. 
In his birth to full effectiveness, the obstetrician has many 
labor pains. The third stage of his deminuendo may present 


many complications. This birth process may contribute con- 
siderable to maternal and fetal morbidity. 


Anemia of Pregnancy. 
WILLIAM E. Hoop, Jr., Oklahoma City, Okla. 


A brief review of the history of anemia, chemistry of iron 
metabolism, and review of problems concerned with anemia 
in pregnancy are presented. The three types of therapy for 
iron deficiency are discussed, e.g., 1. transfusion; 2. parenteral 


iron; and 5. oral iron. And, finally, presentation of a con- 
trolled study using sustained release exsiccated ferrous sulfate. 


The Management of Prolonged Labor. 
GEORGE J. Nassar, Greenwood, Miss. 


Labor is considered to be ‘‘prolonged,”’ when, in the absence 
of bony disproportion, the presenting part is engaged and 
fails to descend farther into the pelvis within two hours; or, 
delivery is not completed within four hours after full cervical 
dilatation. These are criteria for the institution of medical or 
operative intervention, which are briefly described. 


Maternal Age and Parity in Relation to Cerebral 
Palsy of Their Infants. 

G. C. Nasors, Dallas, Texas 
A study of 382 cases of cerebral palsy from the Cerebral 
Palsy Treatment Center in Dallas from the standpoint of the 
relationship of maternal age and parity. 


Question and Answer Period. 


Wednesday, November 8 


12:00 noon—Joint Luncheon with Section on Gyne- 
cology, Sheraton-Dallas Hotel, Ballroom Foyer, 
Wives invited. Daniel G. Morton, Los Angeles, 
Calif., and Kenneth T. MacFarlane, Montreal, 
Canada, guests. 


Wednesday, November 8, 2:00 p.m. 
Dallas Memorial Auditorium 
Obstetrical and Gynecological closed circuit color tele- 


vision program originating from the Parkland Memo- 
rial Hospital. 
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Chairmen for the Television Program: 
James T. Downs, III, Dallas, Texas 
SreEWART A. FisH, Dallas, Texas 


Diagnosis and Treatment of Pelvic Mass. 
Moderator: DONALD GRANT HArreL, Dallas, Texas 
Surgeon: REUBEN H. ADAMS, Jr., Dallas, Texas 
Radiologist: JACK R. REYNOLDs, Dallas, Texas 
Panel Members: 

FreD J. Bonte, Dallas, Texas 

MicHAEL Howetrt, Dallas, Texas 

WituiAM G. LAncston, Dallas, Texas 


Pathologist: VERNIE A. STEMBRIDGE, Dallas, Texas 


SECTION ON OPHTHALMOLOGY AND 


OTOLARYNGOLOGY 
Officers 
Chairman Mites L. Lewis, Jr., New Orleans, La. 


Chairman-Elect ..SAMUEL D. MCPHERSON, JR., 
Durham, N. C. 
Vice-Chairman CLaupE D. Winsorn, Dallas, Texas 


Secretary Aubert C. Esrosiro, Huntington, W. Va. 


Host Committee: 

CiaupE D. WINBoRN, Chairman 

James L. BALDWIN 

Hat W. MAXWELL 

D. GaTLIN MITCHELL 

Cecit I. STELL 
Presentations limited to fifteen minutes, including time 
required for slides and/or motion pictures; the Chair- 
man and out-of-territory essayist to be allowed thirty 
minutes. Discussion limited .to five minutes. , 


Monday, November 6, 9:00 a.m. 
Dallas Memorial Auditorium 
“Texas Day” 
Closed Circuit Color Television. 


Laryngectomy. (Surgery and Panel) 
Moderator: CLrAupE D. Wixsorn, Dallas, Texas 
Panel Members: 

Hersert H. Harris, Houston, Texas 

Danie. M. Martinez, Dallas, Texas 

Grorce S. McREyYNOLDs, Galveston, Texas 


Glaucoma, Open Angle. (Surgery and Panel) 


Moderator: CARROLL W. BROWNING, Dallas, Texas 
Panel Members: 

Jack C. Cooper, Dallas, Texas 

CuHartrs B. Key, Dallas, Texas 

Joun Lippas, Dallas, Texas 

W. Maxwett Tuomas, Dallas, Texas 


Monday, November 6, 2:00 p.m. 
Dallas Memorial Auditorium 


Surgical Approaches to the Nasopharynx. 
Epwarp A. NEWELL, Dallas, Texas 


Surgical technics which have been employed in the nasal, 
transoral, rhinotomy, transmaxillary and transpalatine ap- 
proaches to benign and malignant nasopharyngeal pathology 
are reviewed. A detailed illustrated discussion of refinements 
in surgical technic in the transmaxillary, sublabial and trans- 
palatine approaches is presented with particular emphasis on 
the Surgical approaches utilized in the management of juvenile 
angiofibroma, radioresistant sarcoma, recurrent carcinoma fol- 


lowing maximal irradiation, choanal atresia and nasopharyngeal 
stenosis. 


PROGRAM, DALLAS MEETING 1183 


Tympanoplasty: 125 Cases Without a Cavity. 
D. A. Corcitt and DANIEL M. MARTINEZ, Dallas, Texas 


A series of more than 125 cases have been done since early 
1957 for all temporal bone disease, including cholesteatoma, 
by a simple technic which preserves the posterior bony canal 
wall affording a normal ear canal postoperatively. Failures 
are described, with the probable reasons and their corrections. 
Other methods of obliterating or reducing the size of demon- 
strating this method will be shown. 


Discussion to be opened by Freperick R. GUILFORD, 
Houston, Texas. 


The Use of Prostheses in Middle Ear Surgery. 

W. P. AnTHony, Fort Worth, Texas 
The concept of removal of the stapes and its replacement 
with grafts and prosthetic materials of various types has had 
a massive impact upon otological thinking and surgical tech- 
nics. These new, untried technics are being practiced almost 
universally at the present. Operations will be done on ex- 
perimental animals under sterile conditions using four dif- 
ferent technics. 


Discussion to be opened by Mites L. Lewis, JRr., New 
Orleans, La. 


Intermission—Visit Exhibits 


Myopia-Prophylactic Management. 

SEYMOUR B. Gostin, Dallas, Texas 
The Lancaster method for controlling the progress of myopia 
has been employed in a limited number of patients with ap- 
parent success. Modifications of Lancaster’s method seems to 
have resulted in even greater success, and in the opinion of the 
author, warrants serious appraisal by ophthalmologists. 


Scleral Buckling: Full Thickness and Circumferential, 

Using Silicon Rubber Rodding and Photocoagulation 
—(Film). 

Louis J. GirARD and ALicE R. MCPHERSON, 

Houston, Texas 


In 1959 a technic was developed of full thickness scleral 
buckling using silicon rodding. After drainage of subretinal 
fluid, the retina is brought into contact with the choroid; 
the light coagulator can now be used to seal off any retinal 
breaks. The technic was worked out in animal surgery and 
has now been used in a significant number of human cases. 
The advantages of the procedure are elimination of the haz- 
ards of lamellar scleral resection, transscleral diathermy and 
disinsertion of extraocular muscle. 


Light Coagulation. 
AticeE R. McPuerson, Houston, Texas 


A description and instructions for use of the Zeiss Light Co- 
agulator will be made with pertinent suggestions for its use 
that would be helpful to anyone contemplating the use of 
the photocoagulator for the first time. Discussion of the in- 
dications, contraindications, and limitations of photocoagulation 
will be discussed. A review of cases done clinically will be 
elaborated on. Special reference will be made to the use of 
photocoagulation treatment of retinal detachment and with 
its use in conjunction with other retinal detachment proce- 
dures. 


Discussion to be opened by RonaLp M. Burnside, Dal- 
las, Texas. 


Monday, November 6 
6:00 p.m.—Cocktail party, Baker Hotel. 


Tuesday, November 7, 9:00 a.m. 
Dallas Memorial Auditorium 


Reflections on Glaucoma and Tonometry. 

J. W. Jervey, JR., Greenville, S. C. 
A strong plea is made for the continued use of the Schitz 
tonometer in the diagnosis and management of glaucoma. 
Comparison is drawn between this instrument and the ap- 
planation tonometer. References are made to a number of 
well-known authors, and an attempt is made to show that the 
simple, sturdy and well-tried instrument is still the quickest 
and easiest one to use, and that the Schitz readings are still 
dependable and can be accepted with confidence in all but 
the rare and unusual cases. 
Discussion to be opened by Ropert A. SCHIMEK, New 
Orleans, La. 
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Complications of Glaucoma Surgery. 
Puitie M. Lewis, Memphis, Tenn. 


Complications of glaucoma surgery brought up to date, with 
special reference to the new Scheie filtering iridectomy and to 
cyclodialysis. 

Discussion to be opened by J. W. JERVEY, JR., Green- 
ville, S. C., and Grorce M. Hark, New Orleans, La. 


Corneal Symposium 


Myco-Keratopathy. 
Wm. BANKS ANDERSON, JR., and 
Ernest W. Cuick, Durham, N. C. 
Experience with eight cases of mycotic corneal ulcer treated 
with topical amphotericin B, a fungistatic antibiotic, has 
shown that prolonged therapy is effective in salvaging eyes 
that might otherwise be lost. Recent efforts to shorten the 
average course of three months by the addition of mechanical 
debridement have been encouraging. 
Discussion to be opened by WeENDELL D. GINGRICH, 
Galveston, Texas. 


Intermission—Visit Exhibits 


The Use of Sanders Neurotoxoid | (Modified Snake 
Venom) in the Treatment of Herpes Simplex Infec- 

tions of the Cornea. 
W. B. CLARK and JosepH A. BALDONE, New Orleans, 
La.; CHARLES I. THomas, Cleveland, Ohio 


Recurrent herpetic and metaherpetic lesions of the cornea 
caused by the herpes simplex virus always have been a 
serious ophthalmologic problem. This problem has become 
much more commonplace and even more serious with the 
increased, and often indiscriminate, use of corticosteroids in 
treating inflammatory diseases of the eye. A dermatologist, 
who treated many herpes simplex infections of the skin, recom- 
mended moccasin venom. Case reports and tables illustrating 
the results of this investigative project will be presented. 


Discusston to be opened by CHARLES I. THOMAs, Cleve- 
land, Ohio. 


Using Chymotrypsin in the Treatment of Dendritic 
Ulcers. 

BEN H. JENKINS, Newnan, Ga. 
A new treatment of dendritic keratitis is given using chymo- 
trypsin as both a drop and wash for the cornea of the eye. 
A series of over 70 cases are reviewed in which this method 
of treatment has been used with uniformally good results. A 
review of previous treatment for this condition is presented 
and a theory as to the mode of action of this drug in the cure 
of dendritic ulcerations is presented. 
Discussion to be opened by M. N. Stow, Washington, 
D.C. 


GUEST SPEAKER 


TRYGVE GUNDERSEN, M.D. 
Boston, Mass. 
Member, National Research 


Council, Committee on Oph- 
thalmology. 





Surgical Treatment of Various Corneal Diseases. 


It is the purpose of this lecture to discuss the value and technics 
of surgical procedures which are useful in the treatment of a 
variety of corneal diseases and conditions. The discussion will 
include such topics as peritomy, keratoplasty and conjunctivo- 
plasty as they are used in various forms of herpes, fascicular 
keratitis, relapsing erosions, filamentary keratitis, band-shaped 
keratopathy, bullous keratopathy and neuroparalytic kerato- 
pathy. 
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Tuesday, November 7, 2:00 p.m. 
Dallas Memorial Auditorium 


Branchial Cysts and Fistulas: Report of an Unusual 
Case. 

G. SLAUGHTER Fitz-HucGu, Charlottesville, Va. 
The presentation considers some of the aspects of branchial 
cysts and fistulas. Explanation of the presence and location of 
some of these vestigial remnants in the neck is based on the 
branchiogenic theory derived from the embryology of the 
branchial apparatus. Bailey's classification of branchial cleft 
cysts, based on their anatomical locations, was found to be a 
useful one and an aid in the clarification of the subject. 
Charts and slides of the various types of cases mentioned will 
be projected as visual aids in clarification of certain points. 


Chairman’s Address: (To be announced) 
Mices L. Lewis, Jr., New Orleans, La. 


Helpful Hints in Nasal Surgery. 

Jack R. ANpDeRSON, New Orleans, La. 
Certain details of diagnosis, preoperative preparation, and sur- 
gical procedure which have been found useful in both endo- 
nasal and rhinoplastic surgery will be presented. The object 
of the paper is to demonstrate how the morbidity of such 
procedures may be minimized and the highest general average 
of good results obtained. 
Discussion to be opened by Lyte M. SELLERS, Dallas, 
Texas. 


Control of Tonsillar and Adenoidal Bleeding By 
Electrocoagulation and Fluothane Anesthesia. 

James T. Spencer, Charleston, W. Va. 
During the past twelve months, 250 children have been given 
Fluothane anesthesia for their adenoidectomy and tonsillectomy. 
Because of the non-explosive nature of Fluothane, a more 
prompt and effective control of bleeding has been possible by 
electrocoagulation using especially adapted aspirating-type 
electrodes designed by the author. 


Intermission—Visit Exhibits 


Vein Grafts in Otological Surgery. 
J. W. McLaurin, THOMAS P. Raccio and 

Wan. McHucuH Simmons, Baton Rouge, La. 
While the results of suspended skin grafts in otological sur- 
gery have materially improved with modern surgical technics, 
it is doubtful, for anatomical and physiological reasons, that 
they will ever be entirely satisfactory. Vein grafts, on the con- 
trary, have been used for over two years and have given ex- 
cellent results. As with any operation, the technic must be 
precisely followed if good results are to be achieved. 
Discussion to be opened by JouHN SHEA, Memphis, 
Tenn. 


A Method of Laryngectomy—(Film). 
Haroitp G. Tass, New Orleans, La. 
This movie demonstrates in color the routine technic of a 


total laryngectomy as performed on the Otolaryngology Service 
at Tulane University School of Medicine, New Orleans. 


Mythical Sphenopalatine Ganglion Neuralgia. 

Lester A. Brown, Atlanta, Ga. 
This paper briefly narrates history regarding the injection 
method of treatment. Pertinent anatomy is illustrated. General- 
ized symptomatology is stated. Personal methods of treatment 
are described, with summary of the good and bad results. Most 
consideration is given to why the treatment succeeded or failed, 
and how much or little credence the author gives the syndrome. 
Discussion to be opened by JAMEs B. CostEn, St. Louis, 
Mo. 


Fungal Infections of the External Ear Canal. 

Eptey H. Jones, Vicksburg, Miss. 
This paper will report on investigative study of the frequency 
and severity of fungus infections of the external ear canal, 
and the effectiveness of a new fungicide—new in the sense 
that it has not previously been used in external ear canals. 
Discussion to be opened by BeEN H. SENTURIA, St. 
Louis, Mo. 
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Wednesday, November 8, 9:00 a.m. 


Dallas Memorial Auditorium 


Retinal Detachment Symposium 


Complicated Retinal Detachments. 
Hitviarp M. Hatik, New Orleans, La. 


The indications and technic of retinal detachment surgery 
which is complicated by ocular disease as retinitis proliferans, 
uveitis and cataract will be discussed. An attempt will be 
made to outline the most satisfactory approach to this problem. 


Full-Thickness Scleral Buckling Procedure for Repair 
of Retinal Detachments. 


JosepH H. DerivAux, Birmingham, Ala. 


A new technic of scleral buckling is presented, in which an 
encircling plastic tube is sutured to the intact sclera. Its 
effectiveness in the treatment of a series of patients with 
retinal detachments is described and the advantages of this 
technic are discussed. 


Discussion to be opened by SamurL D. McPHERSON, 
Jx., Durham, N. C, 


Surgical Procedures Secondary to Ophthalmic Infec- 
tions. 
RODERICK MACDONALD, JR., Louisville, Ky. 


The purpose of this paper is to review some common and 
also some relatively uncommon types of ocular infections, 
particularly external infections and their effect on the an- 
atomy and function of the various ocular structures. Emphasis 
will be directed toward the fact that although many of these 
will respond partially or totally to medical therapy in the 
form of antibiotics or other forms of treatment, in many cases 
definitive ophthalmic surgical procedures may be of great 
benefit and may be the procedures of choice. 


Discussion to be opened by M. R. Harrincton, Dallas, 
Texas. 


Intermission—Visit Exhibits 


Unusual Lesions of the Optic Chiasm. 

G. T. Kirrney, JRr., Chapel Hill, N. C. 
The typical ocular signs and symptoms of pituitary tumors are 
reviewed. Three cases are presented that had unusual and 
misleading signs of pituitary tumor. One case presented as 
uniocular retinal vascular disease, the second case with bi- 
lateral exophthalmos, and the final case presented as unilateral 
blindness and ‘‘enlarged sella turcica.”” The errors encountered 
in making the diagnoses are instructive. 


Discussion to be opened by Jack C. Cooper, Houston, 
Texas. 


Contact Lens Symposium 


Contact Lenses in Ophthalmology. 
MorcGan B. Ratrorp, Atlanta, Ga. 


This is a presentation showing the optical relationships and 
advantages of contact lenses over the use of spectacle lenses 
in the use of ophthalmology. This shows the advantages 
in hyperopia, myopia, keratoconus, unilateral and bilateral 
aphakia; also, contact lenses in cosmetic blemishes and faults 
of the cornea. Here is shown where contact lenses can achieve 
binocular single vision with fusion in high degrees of optical 
imbalances and particularly in correction of aphakia in post- 
cataract surgery. Illustrations, graphs, and visual fields illus- 
trating the above that have never been presented ‘efore in 
ophthalmology are part of the presentation. 


Discussion to be opened by Harotp M. Brock, Dallas, 
Texas. 


Complications of Corneal Contact Lenses. 
Tuomas S. Epwarps, Jacksonville, Fla. 


Though corneal contact lenses are a valuable adjunct to an 
ophthalmologist’s therapy, they are not without some risk. 
The complications of corneal stippling, central corneal burns 
and abrasions, peripheral abrasions, corneal cuts, epithelial 
avulsions, corneal ulcers, and endophthalmitis are presented. 
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The prevention and treatment of these defects are discussed, 
as well as some of the unusual difficulties in handling this 
special type patient. 


Discussion to be opened by Tuomas J. VANZANT, Hous- 
ton, Texas. 


Business Session. 


Wednesday, November 8 


2:00 p.m.—Trip to Alcon Laboratories. 


SECTION ON ORTHOPEDIC AND 
TRAUMATIC SURGERY 


Officers 


EviAs Marco, Oklahoma City, Okla. 
....H. ROBERT BRASHEAR, JR., 
Chapel Hill, N. C. 

...Woop W. Lovett, Atlanta, Ga. 


Chairman 
Vice-Chairman 


Secretary 


Host Committee: 


Haroitp A. MAtTtson, Chairman 
RosertT D. STEWART 
Henry C. McDONALD 


Monday, November 6 


6:30-8:00 p.m.—Social Hour, Sheraton-Dallas Hotel, 
Cafe D’Or Room. There will be a charge of $2.50 
per person. 


Tuesday, November 7, 9:00 a.m. 


Clinical Session, First Floor Lecture Room, University 
of Texas Southwestern Medical School, 5323 Harry 
Hines Boulevard. Charles F. Gregory, presiding. 


Tuesday, November 7, 2:00 p.m. 
Dallas Memorial Auditorium 


Acute Sprain of the Cervical Spine. 
RICHARD A. WorsHAM, Jacksonville, Fla. 


This article concerns the study of mild, moderate and severe 
acute sprain of the cervical spine. The clinical material is 
drawn entirely from the private practice of the author. 


Injuries of the Neck. 


HERBERT A. HAMEL and Oris E. JAMES, JR., 
Kansas City, Mo. 


The authors are presenting a critical review of a large number 
of so-called whiplash injuries of the neck. This review is being 
made with particular reference to clinical findings, methods 
of treatment, period of disability and prognosis. 


Discussion on the two preceding papers to be opened 
by Rutu Jackson, Dallas, Texas. 


Fractures Involving the Distal Femoral Epiphyseal 
Plate. 

J. LEONARD GOLDNER and FRANK H. BASsseTrT, 

Durham, N. C. 


Fractures involving the distal femoral epiphysis present dif- 
ficulties in diagnosis and treatment. Complications and sequelae 
may occur frequently. This paper reviews seventeen patients 
who have had this injury secondary to trauma, with particular 
emphasis on the problems which occurred in maintaining or 
obtaining initial reduction, as well as a review of growth 
disturbances that have occurred in this group. Of the seven- 
teen patients involved, several required some form of internal 
fixation and several had leg length discrepancy following the 
injury. Three patients required epiphyseal plate arrest on the 
well extremity in order to maintain relative equality of leg 
length. More may have been necessary, but some of the 
patients were lost to follow-up. The physiology of epiphyseal 
growth will be reviewed briefly in order to correlate this 
injury with the end results and in order to aid the surgeon 
in planning treatment and giving a prognosis following in- 
jury to the distal femoral epiphyseal plate. 

Discussion to be opened by H. ROBERT BRASHEAR, JR., 
Chapel Hill, N. C. 
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GUEST SPEAKER 


ANTHONY F. DePALMA, M.D. 
Philadelphia, Pa. 


James Edward Professor and 
Head of the Department of 
Orthopedic Surgery, Chief Or- 
thopedic Surgeon, Jefferson 
Medical College Hospital. 





Reconsideration of Lesions Affecting the Patello- 
femoral Joint. 


This presentation comprises data supporting the premise that 
the interposition of soft tissue between the patella and the 
articular surface of the femur, such as results following a 
patellectomy or patellaplasty, eventually results in a degene- 
ration of the articular cartilage on the anterior surface of 
the femur and the production of osteoarthritis associated with 
considerable disability. The presentation further produces evi- 
dence that the patella is a very essential part of the quadriceps 
mechanism and should never be sacrificed; that in those in- 
stances where a patellofemoral arthritis exists, every measure 
should be made to preserve this structure. The best results 
have followed the use of a patellar prosthesis. Clinical cases, 
with long-term results, are quoted to support these observa- 
tions. 


Intermission—Visit Exhibits 


Chondrosarcoma of the Pelvis and Shoulder Girdle. 


Lee T. Forp, St. Louis, Mo.; 
R. H. RAmseEy, Dearborn, Mich. 
The authors report a limited experience with four unusual 
cases of chondrosarcoma, three involving the bony pelvis and 
one the scapula. In each case a hind quarter or fore quarter 
amputation might have been considered. In lieu of this radical 
procedure resection of the tumor was carried out preserving 
the limb and with no further encroachment on the tumor 
than would have been necessary in each case had radical 
amputation been performed. This paper calls attention to 
the possibility of preserving the limb without seriously lessen- 
ing survival rate. Two cases involve the pubis, one involves 
the ishium and one the scapula. All cases are described in 
detail and are illustrated with slides. 
Discussion to be opened by JoHN H. Cuitpers, Dallas, 
Texas. 


Fractures of the Adult Tibial Shaft. 
RicHARD A. STorts, SAMUEL T. Moore and 
Jack D. Spencer, Oklahoma City, Okla. 
Fractures involving the adult tibial shaft were surveyed in 
three Oklahoma City hospitals during the past decade. Follow- 
up of at least one year was obtained in 273 cases. Important 
anatomical considerations, methods of treatment, complications 
and results are presented. The results point out the hazards 
in the treatment of these fractures by both open and closed 
means. 
Discussion to be opened by RussELt B. GRAHAM, Dallas, 
Texas. 


Elective Surgery for Equinus Deformity of Hemo- 
philia. 

Ropert C. Fievcp, Gainesville, Fla. 
This paper concerns the use of various blood fractions during 


surgical procedures on hemophiliacs. It will be _ illustrated 
with case material. 


Discussion to be opened by BRANDON CARRELL, Dallas, 
Texas. 
Wednesday, November 8, 9:00 a.m. 


Dallas Memorial Auditorium 


A Survey of Fractures of the Medial Malleolus of 
the Tibia. 


ELwin G. NEAL and WALTER C, Jones, III, Miami, Fla. 


This paper will consist of a review of 125 cases of fractures 
involving the medial malleolus of the tibia. These cases were 
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observed over the past three years at Jackson Memorial Hos.- 
pital and an associated teaching hospital of the University of 
Miami School of Medicine. This review covers age, sex, and 
color incidence, cause and mechanism of injury, complications 
and follow-up results. The importance of early anatomical 
alignment of the fracture fragment is stressed, whether this 
be accomplished by operative or non-operative reduction. Slides 
of some of the x-rays of the cases will be presented. 


Discussion to be opened by Grorce TRUETT James, 
Dallas, Texas. 


Injuries to the Ankle. 
CHARLES J. FRANKEL and Davis S. Humpuriss, 
Charlottesville, Va. 


There has been a recent tendency to repair so-called Tup- 
tures of the ligaments in the ankle because of experimental 
work done on rats which show that repaired ligaments in rats 
heal faster and better than non-repaired ligaments. It is our 
clinical impression that the rat experiments cannot be trans- 
posed to humans and that many cases with only fair x-ray 
results show very excellent clinical results. A series of about 
100 cases is presented and the excellent end results of complete 
ruptures of the ligaments about the ankle as well as complete 
dislocations and severe fractures are shown. 


Discussion to be opened by MarvIN P. KNIGHT, Dallas, 
Texas. 


Growth of Bone and Tissue Through Plastic Vacuoles. 
MILTON C. Cosey, Washington, D. C. 


Efforts have been made to prepare an injectable glue that 
would fix bone ends together at the time of fracture. This 
glue, to date, has been methyl 2-cyanoacrylate, which when 
mixed with gelatin produces a porous mass which becomes 
hard as it polymerizes and fixes the bone ends together. 
Vacuoles are made by the absorption of the gelatin and pro- 
duce a porosity through the plastics sufficient enough to 
permit granulation tissues to pass through, followed by macro- 
phages, myelocytes, osteoblasts, and osteocytes. As the plastic 
material is absorbed in a period of 8-16 weeks, new bone 
appears at the fracture site. The fracture heals in a normally 
expected time as when an exiernal splint or cast is used. 
— has been done in 210 rats, and the extremities of 36 
dogs. 


Discussion to be opened by CuHarves F, Grecory, Dallas, 
Texas. 


Chairman’s Address: The Painful Terminal Spine. 
Ex1as Marco, Oklahoma City, Okla. 


Intermission—Visit Exhibits 


Untreated Fractures of the Femoral Neck. 
J. WiLttAM HILLMAN, GEeorcE N. AusTIN, 
G. WILLIAM Davis, JR., and LARRY WHITE, 
Nashville, Tenn. 


Fractures of the femoral neck follow an unpredictable course, 
both in regard to healing and to functional end result, in 
spite of the type of internal fixation which is employed. This 
report is the result of a study of a series of patients who, for 
one reason or another, had neither reduction nor _ internal 
fixation following a fracture of the femoral neck. This ‘‘con- 
trol’ group of patients demonstrates a wide variation in 
impetus toward healing and the findings tend to confirm 
previous impressions that the ultimate fate of the femoral 
head is determined by factors which are established from the 
onset. The functional end result following a fracture of the 
femoral neck has been found in this study to correlate more 
closely with the extent of final deformity of the limb rather 
than with the radiologic appearance of the hip region. 


Discussion to be opened by Percy M. Girarp, Dallas, 
Texas. 


Myositis Ossificans Traumatica. 


Jack C. Hucuston, RicHarp A. DODELIN 
and Grorce S. WHATLEY, Columbus, Ga. 


Myositis ossificans traumatica has been void of a preference 
of treatment in its acute phase. It is an ossifying condition 
of muscle which has recently been traumatized and devitalized. 
It occurs primarily in the growing teenager engaged in contact 
sports. When recognized in its early phases, the severity of 
the residual ossification can be greatly minimized by prolonged 
rest of the affected part. 


Discussion to be opened by Haroitp A. MATTSON, Dal- 
las, Texas. 
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Non-Specific Disc Space Infections in Children. 
Harry A. Grimes, Miami, Fla.; 
RoserT P. Keiser, Coral Gables, Fla. 


The authors report eight cases of non-specific disc space in- 
fections in children constituting an addition to the thirty-two 
cases already recorded in the literature to further emphasize 
the existence of this entity. The paper reviews the anatomy, 
the mode and pathways of infection, and a discussion of the 
differential diagnosis with particular reference to tuberculosis. 


Discussion to be opened by Joun S. CHAPMAN, Dallas, 
Texas. 


Business Session. 
Wednesday, November 8, 2:00 p.m. 


Clinical Session, Texas Scottish Rite Hospital for Crip- 
pled Children, 2201 Welborn Street. Brandon Carrell, 
presiding. 


Thursday, November 9, 9:00 a.m. 
Dallas Memorial Auditorium 


The Management of Lower Extremity Fractures in 

Children. 
Pau S. DERIAN and WILLIAM B. THOMPSON, 
Jackson, Miss. 


Trauma to the lower extremities before epiphyseal closure 
(ie. during childhood) differs markedly from comparable in- 
jury and treatment in an adult. Open reduction and metallic 
fixation are unwarranted except in specific circumstances 
which are enumerated. Types of suitable traction are illustrated 
with slides. Emphasis on meticulous and conservative treat- 
ment is reaffirmed. 


Discussion to be opened by J. Hiram Kite, Atlanta, Ga. 


The Sequence and Priority of Reconstructive Proce- 
dures on the Extremities Following Trauma. 

Rospert A. Murray and H. H. Brinbtey, 

Temple, Texas 


Multiple reconstructive procedures are frequently required in 
order to restore maximum function to an extremity following 
severe trauma. Prevention of infection and the primary phase 
of a plan for future reconstruction should be carried out if 
complete restoration is not possible as primary treatment. 
Illustrative cases will present the priority and sequence of 
staged reconstructive procedures. 


Discussion to be opened by BRucE M. CAMERON, Hous- 
ton, Texas. 


Repair of Acute Acromioclavicular Separations. 
Frep P. SAGE and JOSEPH E. SALVATORE, 
Memphis, Tenn. 


This paper is an end result study of the treatment of ap- 
proximately 100 acromioclavicular separations from the Camp- 
bell Clinic over the past 25 years. The treatment is varied 
from adhesive strappings, which is now felt to be unsatisfac- 
tory, to open reduction and internal fixation of the acromio- 
clavicular joint with or without repair of the coracoclavicular 
ligaments. The use of a modified shoulder spica cast has shown 
evidence of success in the recent months, although no signifi- 
cant number of these have been treated in this manner. The 
authors feel that open reduction and internal fixation of the 
acromioclavicular joint with heavy Kirschner wires or small 
Steinmann pins is the treatment of choice, but this should also 
include a repair of the acute rupture of the coracoclavicular 
ligaments which have been found to be ruptured in all cases 
in which exploration of these ligaments were undertaken. 


Discussion to be opened by Lour G. Bayne, Atlanta, 
Ga. 


Intermission—Visit Exhibits 


é Follow-Up Study of Some 200 Operated Herniated 
Intervertebral Lumbar Discs. 
P. L. Day and J. J. Hincney, San Antonio, Texas 


This is a statistical analysis of some 200 operated herniated 
intervertebral lumbar discs, based upon a personal knowledge 
and examination of the patient preoperatively, a direct ob- 
servation of the operative findings, and a follow-up exami- 
nation including x-ray studies one to ten years postoperatively. 
It includes data regarding myelographic studies and conclusions 
regarding these as well as information on the level of the 
disc or discs and the number of double or multiple discs 
found. Discussion may include the use of other diagnostic 
studies such as discograms and electromyographic studies. 
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Lumbar Disc Surgery in Patients Over 50 Years of 
Age. 
Tuomas F. Parrisu, Nashville, Tenn. 


A series of 42 patients who have undergone lumbar disc sur- 
gery in the past ten years will be presented. These patients 
range in age from 50 to 72 years. These patients tolerated 
surgery very well and the results have been very satisfactory, 
as will be demonstrated in the paper as presented. 


Discussion on the two preceding papers to be opened 
by Paut R. HARRINGTON, Houston, Texas. 


The Impact of Modern Prosthetics on Amputation 
Surgery. 
WILLIAM L. WaALprRop, Oklahoma City, Okla. 


The many great advances in the manufacturing of prosthetic 
limbs have resulted in changes in the surgery of amputations to 
some extent. The more muscular stump can be better fitted. 
Longer length stumps are now possible with new type pros- 
theses. Entirely different levels of amputation, disarticulation 
of the elbow and knee, can now be fitted satisfactorily. The 
new approach in limbs suggests the use of clinic teams to 
handle the patient after the surgeon is finished. Surgical 
handling of the muscles and nerves will be discussed. The 
many limbs and appliances will be illustrated and discussed. 


Discussion to be opened by Fr.ix L. Butte, Dallas, 
Texas. 


Double Pin Fixation of Severely Comminuted Frac- 
tures of Distal Radius and Ulna. 
Louis P. Brapy, Orlando, Fla. 


The problem of maintaining reduction of severely comminuted 
fractures of the distal radius and ulna without compromising 
circulation has been largely overcome with this simple method 
of maintaining traction in plaster. Small Kirschner wires are 
inserted through the proximal ulna and proximal metacarpals, 
tension bows attached and fractures reduced with x-ray con- 
trol. Plaster is applied incorporating the Kirschner wires. Ten- 
sion nuts applied after the plaster has set allows removal 
of tension bows while maintaining tension on the small bore 
wires. Only minor complications have been encountered, while 
the patient has the advantage of full finger motion, below 
elbow cast, and no constricting plaster. The method used will 
be illustrated, cases presented, and results evaluated. 


Discussion to be opened by Louts J. Levy, Fort Worth, 
Texas. 


SECTION ON PATHOLOGY 


Officers 
Chairman _... WARREN B. MATTHEWS, Marietta, Ga. 
Vice-Chairman....... May Owen, Fort Worth, Texas 
A) es GEORGE J. CARROLL, Suffolk, Va. 


Host Committee: 
CuHarLes T. ASHWORTH, Chairman 
JouN H. CHILDERS 
GERARD NOTEBOOM 
GEORGE J. RACE 
OscaR J. WOLLENMAN, JR. 


Presentations limited to fifteen minutes, including time 
required for slides and/or motion pictures; the Chair- 
man and out-of-territory essayist to be allowed thirty 
minutes. Discussion limited to five minutes. 





Workshop on Professional Problems of 
the Pathologist 


for 
Senior Pathology Residents 


November 4 and 5, 1961 
Adolphus Hotel, Dallas, Texas 


Sponsored by 


The College of American Pathologists 
South Central and Southeastern Regions 


See program on page 41 
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Monday, November 6, 1:30 p.m. 


Dallas Memorial Auditorium 


Panel Discussion: Hepatic Failure. 
Moderator: WILLIAM E. JAQgues, Oklahoma City, Okla. 
Panel Members: 

CuarLes M. Caravati, Richmond, Va. 

W. Crockett CHEars, JR., Dallas, Texas 

Epwarp A. GALL, Cincinnati, Ohio 


GUEST SPEAKER 


“ 3 EDWARD A. GALL, M.D. 


Sx4: 

* 

In this two hour discussion, the pertinent, clinical, biochemi- 
cal, and pathologic findings in cases of acute fulminating 
liver diseases will be discussed. In addition, the problem of 
chronic liver failure will be discussed, with analysis of the 
lesions and their significance in terms of clinical manifesta- 


tions. A short paper will be presented by each of the panelists 
with a question and answer period following. 


Cincinnati, Ohio 





Professor of Pathology, Uni- 
versity of Cincinnati School of 
Medicine. 





Intermission—Visit Exhibits 


Current Applications of Fluorescent Antibody Tech- 
nics in the Diagnosis of Infectious Diseases. 
GeEorGE P. BLUNDELL, Washington, D. C. 


The fluorescent antibody technics will be presented in outline 
form for both (1) the direct staining procedure to identify 
unknown antigenic substances, and (2) the indirect staining 
procedure to detect the presence of unknown antibodies. The 
manner in which these procedures are applied to the diagnosis 
of infectious diseases due to Group A streptococci, pathogenic 
E. coli, gonococci, syphilis, and rabies will be identified. 


Let’s Take the Fuss Out of Pap. 
Jack C. Norris, Atlanta, Ga. 


This paper, in spite of the unusual title, is not intended to 
down-grade Pap’s method, but does in part pay great tribute. 
On the other hand, the purpose of the presentation is to 
demonstrate how an abortive conventional H & E stain of 
smears coming into the laboratory, poorly prepared, from 
many outside sources, can be satisfactorily utilized, thus adding 
considerable information to the clinician or the surgeon. The 
method of staining and clearing the slides is detailed, and the 
technic shortened, thus reports are quickly given and not 
delayed. A few slides shall be presented illustrating the stained 
cellular features of both positive and negative slides, and the 
staining technic given. 


The Incidence and Significance of Trichomonas 
Infections. 


MARVINE WEATHERBY, Dallas, Texas 


The incidence of trichomonas organisms in cervical smears is 
determined by review of 10,000 cases. The trichomonas cases 
are divided into those that show no cellular alterations, those 
that show cellular changes, and those that are associated with 
neoplastic cells. Follow-up studies of the cases with cellular 
alterations show the importance of elimination of these cases 
from conization procedures and possible diagnosis of pre- 
malignant lesions. 


Business Session. 


Monday, November 6 


5:30 p.m.—Social Hour (Location to be announced). 


OCTOBER 196] 


Tuesday, November 7, 1:30 p.m. 
Dallas Memorial Auditorium 


Comparison of Dialysis with Artificial Kidney and 
Peritoneal Solutions. 

Epwarp D. Levy, Norfolk, Va. 
A comparison of the results of dialysis done with peritoneal 
fluids as contrasted with the Kolff Artificial Kidney Coil wil] 
be presented. The advantages of each type of dialysis wil] 
be summarized along with results in each case. The efficacy 
of peritoneal dialysis for removing large amounts of water 
and potassium will be discussed. A system of management for 
the patient with acute anuria will be proposed. 


Trauma and Cancer with Case Illustrations. 

R. H. Ricpon, Galveston, Texas 
A brief review of the history of trauma and cancer will be 
given including the clinical and pathologic criteria on which 
an association may be considered. Cases will be reported in 
which trauma was alleged to be the cause of the cancer and 
other cases will be described in which the trauma was alleged 
to have aggravated a malignant neoplasm. Some of the prob- 
lems referable to trauma and cancer from the legal and the 
medical standpoint will be referred to briefly. 


Chairman’s Address: The Increasing Responsibilities 
of the Pathologist. 

WARREN B. MATTHEWS, Marietta, Ga. 
A brief review of the recent history of pathology as a science 
and as a profession will be given. Special emphasis will be 
placed on the remarkable changes that have taken place, with 
some consideration of the hazards and duties the pathologists 
must face henceforward. 


Intermission—Visit Exhibits 


3:00-5:00 p.m.—A closed circuit color television pro- 
gram, originating from the Parkland Memorial 
Hospital, will be presented jointly by the Sections 
on Pathology, Radiology and Urology. 


Panel Discussion: Tumors of the Genitourinary Tract. 
Moderator: Harry M. Spence, Urologist, Dallas, Texas 
Panel Members: 
Jerry E. MILter, Radiologist, Dallas, Texas 
VERNIE A. STEMBRIDGE, Pathologist, Dallas, Texas 
ELGIN W. Ware, JR., Urologist, Dallas, Texas 
A live television panel consisting of representatives from the 
specialties of Pathology, Radiology and Urology will discuss 
the clinical aspects, diagnostic features, treatment and _ prog- 


nosis of certain select tumors of the genitourinary tract. II- 
lustrative cases will be followed by an informal discussion. 


SECTION ON PEDIATRICS 


Officers 


Chairman THEopoRE C. PANos, Little Rock, Ark. 
Vice-Chairman. ..RICHARD W. BLUMBERG, Atlanta, Ga. 
Secretary Harris D. Ritey, Oklahoma City, Okla. 
Host Committee: 

Hucu W. S. Powers, JRr., Chairman 

Joun L. BASKIN 

C. JAMES KRAFFT 

STEPHEN G. MADDOX, Jr. 

RoBERT L. Moore 

EDWARD L, PRATT 
Presentations limited to fifteen minutes, including 
time required for slides and/or motion pictures; the 
Chairman and out-of-territory essayist to be allowed 
thirty minutes. Discussion limited to five minutes. 


Wednesday, November 8, 9:00 a.m. 
Dallas Memorial Auditorium 


The Versene Diagnostic Test for Lead Poisoning. 
Jo ANNE Wuiraker, Dallas, Texas 


A reliable diagnostic test for determining cases of early lead 
poisoning is important to prevent the high incidence of re- 
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sidual brain damage. Results will be given of the Versene 
Diagnostic Test, which consists of measuring the urinary lead 
excretions after a standard dose of Versene. This test allows 
evaluation of the potentially toxic stores of lead in the tissues, 
and in various experiences has been more reliable than the 
standard methods for the diagnosis of lead poisoning. 


The Thrombocytopenic States. 
Wo. G. THuRMAN, Atlanta, Ga. 


Thrombocytopenia in the newborn and in older infants and 
children is a common problem, second only to anemia as far 
as blood problems are concerned. When to treat, when not 
to treat, exactly what should be used for treatment, and the 
role of splenectomy and indications for splenectomy are all 
questions that arise with each case. These questions will be 
discussed as well as the newer theories of etiology and treat- 
ment. 


Neoplastic Diseases of the Head and Neck in In- 
fancy and Childhood. 


HusertT L. Riep, Houston, Texas 


A classification of neoplastic diseases of the head and neck 
in children is presented. Illustrative material from cases en- 
countered at the M. D. Anderson Hospital, Houston, is pre- 
sented. Salient features in the differential diagnosis and prin- 
ciples of management are discussed. 


Intermission—Visit Exhibits 


Certain Medical Problems of Adolescence. 
M. G. Porter, Oklahoma City, Okla. 


The medical care of the adolescent is the area of medicine 
that is often neglected by physicians today, especially from the 
standpoint of health supervision. Since most of the problems 
presented by adolescents, such as obesity, fatigue, variations in 
puberty, et cetera, have their genesis in this physiologic spurt 
of growth and development, it is important that the physician 
evaluating and treating these problems have sufficient expe- 
rience with adolescents to know whether these changes repre- 
sent significant deviations or normal variations. It is also im- 
portant that the adolescent, whether ‘“‘healthy” or having a 
chronic or disabling illness, have his own personal physician 
in whom to confide and turn to for guidance. 


Chairman’s Address: Differential Diagnosis of Sexual 
Precocity. 
THEODORE C,. PANos, Little Rock, Ark. 


Sexual precocity is usually defined as any sign of sexual 
maturation occurring before the age of eight in girls and 
ten in boys. Such precocity is true and complete when asso- 
ciated with capacity for reproduction, in which case it is also, 
of course, isosexual. It is pseudo or incomplete when there 
is an increase in secondary characteristics without capacity 
for reproduction; in such instances, the sexuality may be iso- 
sexual (compatible with gonadal sex) or heterosexual. ‘‘Con- 
stitutional” or idiopathic precocity is the most common, par- 
ticularly in females; the only abnormality is premature ‘‘time- 
clock” initiation of normal sexual development. True pre- 
cocity secondary to organic damage to the midbrain is also 
common, particularly in males. Pseudo-precocity due to lesions 
of the adrenal and gonads are next in frequency, respectively. 
Premature initiation of breast development (thelarche) or of 
pubic hair (pubarche), unassociated with any other identi- 
fiable endocrinologic disturbance, are also quite common, 
especially in females. Physiology and sequence of sexual ma- 
turation will be discussed and clinical examples of the various 
types of sexual precocity will be presented. 


Wednesday, November 8, 2:00 p.m. 


Dallas Memorial Auditorium 


GUEST SPEAKER 


NATHAN J. SMITH, M.D. 
Madison, Wis. 


Alfred Dorance Daniels Profes- 
sor and Chairman, Department 
of Pediatrics, University of Wis- 
consin Medical School. 
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Iron Requirements, Iron Deficiency and Iron Therapy 
in Pediatric Patients. 


The continuing high incidence of iron deficiency anemia in 
early life has prompted considerable interest in the question 
of how much iron is needed to satisfy metabolic needs at 
various ages and whether dietary sources can be expected to 
meet this need. Questions which now must be considered in 
the dietary supervision of children are whether or not iron 
supplemented foods, vitamins, et cetera, are needed in rapidly 
growing infants and adolescent patients; how do we recognize 
early signs of iron deficiency and how does one use thera- 
peutic iron agents most effectively when iron deficiency is 
present. Current understanding of iron metabolism provides 
a physiologic basis upon which answers to these questions can 
be based. 


Infection in Leukemia. 
Rosert E. Myers, Oklahoma City, Okla. 


Fever developing during the course of leukemia can be due 
to either the basic disease process itself or due to infection. 
It is essential to differentiate the two. There has. been found 
several abnormalities in the leukemic patient’s defense mecha- 
nism that predisposes to infection. By careful examination 
of the patient, proper therapy can usually be instituted. 


Intermission—Visit Exhibits 


Hypernatremia in Infants. 
Epwarp L. Pratt, Dallas, Texas 


The discussion will cover: the recognition of the condition 
hypernatremia by clinical means, the major causative factors, 
treatment and particularly prevention of this important con- 
dition. 


Changing Concepts of Cystic Fibrosis: Its Diagnosis 
and Management. 
GuNyYON M. Harrison, Houston, Texas 


During the past two decades cystic fibrosis of the pancreas 
has progressed from a relatively obscure disease to one of the 
most intensively studied chronic diseases of children. The 
knowledge of the natural history of this disease process has 
been vastly extended through comprehensive research. The 
application of modern diagnostic and therapeutic technics 
have not only greatly prolonged the life span of these chil- 
dren, but has contributed to the improvement of the state of 
health or well-being for many more during life. The major 
changes in our approach to the management of this disease 
will be discussed as follows: (a) Simplification of diagnostic 
technics so that an early diagnosis is made, which is of utmost 
importance; (b) The pulmonary complication now considered 
by all physicians as a major threat to life; (c) A definite cor- 
relation between the pulmonary disability in these children 
and the nutritional status; and (d) The criteria for selection 
of various types of pulmonary therapy programs incorporating 
medications, physical therapy procedures, and inhalation therapy 
equipment as well as the practicality of carrying out these 
programs in the home. The results of individualized respiratory 
therapy programs in a group of C/F children of various ages 
will be illustrated. 


Business Session. 


Thursday, November 9, 9:00 a.m. 
Dallas Memorial Auditorium 


Panel Discussion: Recent Advances in the Study of 
Anemias of Infancy and Childhood. 
Moderator: NATHAN J. SMITH, Madison, Wis. 
Panel Members: 
Rosert E. Myers, Oklahoma City, Okla. 
Wo. G. THuRMAN, Atlanta, Ga. 
Jo ANNE WHiTakerR, Dallas, Texas 


Intermission—Visit Exhibits 


Cytomegalic Inclusion Disease: Suggested Method 
for More Rapid Diagnosis. 


J. N. Lysaucut, Oklahoma City, Okla. 


Cytomegalic Inclusion Disease in the newborn is discussed. 
The salient features of the disease are described and a method 
of more rapid diagnosis is suggested. Representative newborns 
suffering from the disease are reported, with emphasis on 
the physical and laboratory findings that should enable the 
physician to make and confirm the diagnosis. 
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Disorders of Antidiuretic Hormone Control of Body 
Fluid Homeostasis in Childhood. 

DELBERT A. FISHER, Little Rock, Ark. 
Considerable information has accumulated in recent years re- 
garding body water homeostasis and ADH. A brief review of 
the physiology of ADH will be presented followed by a dis- 
cussion of the several varieties of clinical disorder of ADH 
control which may be observed. Examples of classic diabetes 
insipidus, a recently observed partial diabetes insipidus with 
loss of response to changes in plasma osmolality, nephrogenic 
diabetes insipidus and severe potassium depletion nephropathy 
will be discussed. 


SECTION ON PHYSICAL MEDICINE 
AND REHABILITATION 


Officers 


Chairman. .Torsten H. Lunpstrom, Takoma Park, Md. 
Chairman-Elect..SOLOMON WINokuR, New Orleans, La. 
Secretary Rosert A. Grecc, Greensboro, N. C. 


Host Committee: 

EpwarD M. KRrusEN, JR., Chairman 

YVONNIE M. COoRDRAY 

Davip HOEHN 

UrsuLa L. KRUSEN 

VANN S. TAYLOR 

T. W. WADE 
Presentations limited to fifteen minutes, including time 
required for slides and/or motion pictures; the Chair- 
man and out-of-territory essayist to be allowed thirty 
minutes. Discussion limited to five minutes. 


Tuesday, November 7, 9:00 a.m. 
Dallas Memorial Auditorium 


Chairman’s Address: The Use of Water as a Thera- 
peutic Agent. 
Torst—EN H. Lunpstrom, Takoma Park, Md. 


The history of the use of water as a therapeutic agent will 
be reviewed briefly, and the properties of water which make 
it so useful will be outlined. Emphasis will be placed upon 
the practical application of water in many conditions which 
are encountered by the general practitioner in everyday prac- 
tice. Because water is such a common agent its value is not 
always recognized. 


GUEST SPEAKER 


CLARENCE W. DAIL, M.D. 
Los Angeles, Calif. 


Associate Professor, Physical 
Medicine and _ Rehabilitation, 
College of Medical Evangelists; 
Head Physician, Physical Medi- 
cine, Rancho Los Amigos Hos- 
pital, Downey, Calif. 





The Significance of Carbon Dioxide Intoxication in 
Rehabilitation. 

The patient with severe widespread physical handicap _in- 
cluding respiratory impairment is coming more and more to 
the attention of the rehabilitation worker. The respiratory 
impairment is prone to decrease general vitality and efficiency 
so much needed in rehabilitation, in fact, adaptation to shal- 
low breathing may lead te carbon dioxide poisoning. This 
report shows how carefully controlled use of artificial respira- 
tion makes marked improvement in selective cases of this 
problem. 


Discussion to be opened by WILLIAM A. SPENCER, Hous- 
ton, Texas. 


Intermission—Visit Exhibits 
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Femoral Nerve Injuries Following Pelvic Surgery: 
Diagnosis and Treatment. 

MARGARET M. KENRICK, Washington, D. C. 
This paper discusses the anatomical considerations of injury 
to the femoral nerve during pelvic surgery and the possibility 
that this is a combination of an injury to the psoas major 
muscle and an injury to a portion of the femoral nerve in- 
nervating the iliacus, sartorius, pectineus and quadriceps, A 
review of the literature, electrodiagnostic testing, and treat- 
ment technics are included. 
Discussion to be opened by Louis P. Brirrt, jr., 
Memphis, Tenn. 


Relativity in Comprehensive Rehabilitation. 

SHELBY G. GAMBLE, Hot Springs, Ark. 
Developments in the field of medical sciences have revolution- 
ized many aspects of medicine. This is especially so in respect 
to total rehabilitation. Although increased knowledge will al- 
ways be sought for, the medical aspects of rehabilitation are 
probably the most definite in as far as we can go as of this 
time. The psychological and social factors of the total clinical 
picture are of greatest relative importance in success or failure 
of the total rehabilitation effort. 
Discussion to be opened by GrorcE D. WILsoNn, Ashe- 
ville, N. C. 


Business Session. 


Tuesday, November 7 


6:30 p.m.—Cocktails and buffet dinner at the home of 
Dr. and Mrs. Edward M. Krusen, 3500 Colgate, 
Dallas, Texas. 


Wednesday, November 8, 2:00 p.m. 
Dallas Memorial Auditorium 


A joint meeting of the Sections on Physical Medi- 
cine and Rehabilitation and Preventive Medicine. 


Home Care Treatment in Arthritis. 
Nita KirRKPATRICK COvALT, Winter Park, Fla. 


Goals of treatment for rheumatoid arthritis are: 1. Prevention 
of deformity; 2. Prevention of helplessness; 3. Relief of pain 
and muscle spasm. Methods of obtaining these goals in a home 
treatment program relate to correct positioning, maintenance 
of joint motion, and exercises specifically related to deformi- 
ties that generally occur with rheumatoid arthritis, and main- 
tenance of, or retraining in activities of daily living. Physio- 
logic indications and counterindications for various physio- 
therapeutic procedures are outlined. 


Discussion to be opened by JEWEL S. DAUGHETY, Dallas, 
Texas. 


The Energy Needs for Ambulation Among Disabled 
Persons. 
Davip HoEHN, Fort Worth, Texas 


The ability to walk assumes great importance to the patient 
and the great bulk of medical material written on the abuse 
of rest might cause the physician to order ambulation in cases 
where such activity could be harmful. The cost to the heart 
should be considered, especially in amputees and various levels 
of paraplegia. The amount of ambulation required in the 
patients’ employment must be considered, especially in cardiac 
disability. 

Discussion to be opened by GLENN G. REYNOLDS, Wash- 
ington, D. C. 


Intermission—Visit Exhibits 


The Public Health Nurse in Physical and Preventive 
Medicine. 
T. Paut Haney, Tulsa, Okla. 


It has been demonstrated in Tulsa County that the Public 
Health Nurse can make a great contribution to the sick 
patient, in both non-hospitalized and post-hospital care. Her 
service in the home is completely on orders from and under 
supervision of the attending physician. This nursing service 
is available to patients of all financial groups. When the 
patient can pay, the cost of the visit is collected. 


Discussion to be opened by Maurice L. PETER, Oklahoma 
City, Okla. 
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Rehabilitation in Concept and Practice. 

WituiaAM A. SPENCER, Houston, Texas 
This paper will present a definition of rehabilitation medicine 
based upon the needs of disabled people. The composition of 
services used in rehabilitation and the responsibilities of the 
many professional groups concerned with effective rehabilita- 
tion will be discussed. A new perspective on the physician’s 
place and contribution to rehabilitation should result from the 
changing requirements of rehabilitation medicine. Also, the 
practical ways in which rehabilitation is being done will be 
outlined. 
Discussion to be opened by FRANK J. SCHAFFER, Wash- 
ington, D. C. 


SECTION ON PLASTIC AND 
RECONSTRUCTIVE SURGERY 


Officers 


Chairman 
Vice-Chairman 


Rosert F. Hacerty, Charleston, S. C. 
ERLE E. PEACOCK, JR., 

Chapel Hill, N. C. 

Secretary CLIFFORD C. SNYDER, Miami, Fla. 


Host Committee: 


WiLtarD C. SELLMAN, Chairman 
E. FRANK DUNTON 

Dean C. Kipp 

Mark L. LEMMON 

Joun B. PATTERSON 


Presentations limited to fifteen minutes, including time 
required for slides and/or motion pictures; the Chair- 
man to be allowed thirty minutes. Discussion limited 
to five minutes. 


Monday, November 6, 1:30 p.m. 
Dallas Memorial Auditorium 


A joint meeting of the Sections on Plastic and 
Reconstructive Surgery and Surgery. 


Forum on Trauma. 


Moderator: MARSHALL L. MicHEL, New Orleans, La. 


Fractures of the Zygomatic Complex with Actual 
Demonstrations. 
WituiAM A. Lance, Detroit, Mich. 


The normal anatomy of the zygomatic bone is reviewed. 
Methods of diagnosis of fractures of the zygomatic bone are 
outlined. Induced fractures of the zygoma and zygomatic arch 
were studied, using human skulls. The stress on the area 
studied was measured with photo-stress, which was found in- 
adequate. The studies were repeated using stress coat and 
strain gauges. The various procedures used in reduction and 
immobilization of zygomatic fractures are described. The au- 
thor’s method of reduction and fixation of these fractures is 
detailed. The use of a special pin for elevating the depressed 
fractures and holding them in normal anatomical position 
while they are fixed with a special screw pin is outlined in 
detail. The merits of the author’s method are compared with 
other procedures. The treatment of depressed fractures of the 
zygomatic arch is included. The paper is completely illustrated 
with colored slides. 


Discussion to be opened by BROMLEY S. FREEMAN, 
Houston, Texas. 


Recognition and Management of Acute Brain Injury. 
Grorce EuN1, Houston, Texas 


Current Management of Thoracic Injuries. 
G. V. BRINDLEY, JRr., Temple, Texas 


Thoracic injuries from violent collisions and industrial accidents 
often are severe. A better understanding of thoracic physiology 
has led to improvement in emergency and definitive care. The 
more frequent and serious thoracic injuries are reviewed with 
Suggestions as to their early detection and optimum therapy. 
Emphasis is placed on limitation of morbidity and maximum 
return of function. 
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Composite Surgical Management of Defects of the 
Upper Extremity. 
CLaupe C. CoLeMAN, JR., and WILLCOx RUFFIN, JR., 
Charlottesville, Va. 
Acquired and congenital defects of the arm, forearm and hand 
demand composite surgical therapy. Since many of these de- 
fects involve not only the somatic soft tissues but also the 
deeper structures, it is clear that the reconstructive approach 
must be all inclusive in nature. Divided responsibility among 
the various surgical specialties has no real place in the man- 
agement of these problems. This presentation concerns the 
composite surgical care of defects of the brachial plexus and 
the major nerves of the arm and forearm, compound defects 
of the humerus and elbow joint. The treatment of certain ir- 
reparable nerve injuries (Volkmann’s contracture, et cetera) 
will also be discussed. Radiation burns of the hand and fingers 
will be described and their treatment illustrated by slides. 


Discussion to be opened by Simon Frepricks, Houston, 
Texas. 


Discussion Period. 


Intermission—Visit Exhibits 


Panel Discussion: Management of Burns. 


The Problem of Electrolyte and Fluid Replacement 
and the Early Management of Burns. 
Joun A. MoncrieF, San Antonio, Texas 


Hydrotherapy for the Severely Burned Patient. 
SAM E. STEPHENSON, JR., and C. R. JOHNSON, 
Nashville, Tenn. 


In the last four years the authors have utilized early hydro- 
therapy (whirlpool baths) in the treatment of major burns in 
an attempt to reduce secondary wound infection and to more 
rapidly prepare recipient sites for early grafting. It soon be- 
came apparent that not only were the patients demonstrating 
less symptoms and signs of toxemia, but also there was rapid 
re-epithelization of the burned area. This appears to be pos- 
sible from the fact that adequate control of secondary in- 
fection prevents deep second degree burns from progressing to 
third degree lesions. The method of treatment, analysis of 
approximately fifteen patients (only one of which has re- 
quired grafting) and illustrative photographs of the cases will 
be presented. 


Management of Burns. 

NIcHOLAS G. GEORGIADE, Durham, N. C. 
Some of the newer aspects and concepts in the management 
of the acute burn patient will be discussed. The various 
bacteriologic and resurfacing possibilities will be discussed. 
The use of dressing materials and antibiotic topical applica- 
tions will be compared. 
Discussion to be opened by Rospert MEADE, New Or- 
leans, La. 


Open Discussion. 
Tuesday, November 7, 9:00 a.m. 
Dallas Memorial Auditorium 


Chairman’s Address: The Plastic Surgeon, His Train- 
ing and His Sphere of Interest. 
Rosert F. Hacertry, Charleston, S. C. 


The plastic surgeon is first a general surgeon, then a specialist. 
Following his internship he takes a surgical residence of three 
or more years and then a plastic surgical residence of the 
same length. His field is not limited by anatomical boundries, 
but embraces surgery in many regions of an architectural, 
engineering or reconstructive nature. Thus, are included sur- 
gery of head and neck cancer, of the hand, burns, congenital 
deformities, maxillo-facial injuries, in addition to cosmetic 
surgery. 


Basis for Cosmetic Surgery. 

Rosert A. G. Ricketson, Nashville, Tenn. 
This paper is to discuss several surgical procedures which 
may be considered cosmetic surgery and the basis for doing 
such surgery. The results as to the success or failure will be 
discussed. 
Discussion to be opened by JouN C. WEETER, Louis- 
ville, Ky. 








1192 


Preservation of Interphalangeal Joint Function: A 
Basis for the Early Care of Hand Injuries. 


ERLE E. Peacock, JRr., Chapel Hill, N. C. 


Of the many complications which can occur following major 
and minor injuries to the hand and fingers, proximal inter- 
phalangeal joint stiffness is the most difficult to correct and 
the most serious as far as future restorative surgery is con- 
cerned. It follows, therefore, that the prime objective in the 
early care of any type of hand injury should be the preser- 
vation of small joint function. Based on this concept, sugges- 
tions will be presented for the early care of various types of 
injuries of the upper extremity. 

Discussion to be opened by McCartHy DeMeERE, Mem- 
phis, Tenn. 


Intermission—Visit Exhibits 


Congenital Anomalies of the Face and Neck. 
BEVERLY Douctas, Nashville, Tenn. 
The principal anomalies of the face and neck present at birth 
will be described and illustrated by slides. The embryology 
and theories of etiology will be presented. The optimum ages 
for carrying out various procedures for the surgical correction 
of these deformities will be discussed along with treatment and 
results. 
Discussion to be opened by WittiAm T. BERKELEY, 
Charlotte, N. C. 


Fundamental Care of Burns. 

James G. Stuckey, JRr., Little Rock, Ark. 
This paper presents a general review of the burn problem 
as to burning agents, anatomy, degree of burn, control of 
shock, the technics in preparing the wound for skin grafting, 
the types of skin grafts used, and the methods employed in 
assuring a high percentage of take of these grafts. 
Discussion to be opened by Ropert MEADE, New Or- 
leans, La. 


Fundamentals of Reconstructive Surgery. 

ANDREW M. Moorr, Lexington, Ky. 
When injury occurs, it is imperative that thoughtful and 
carefully planned repair be accomplished. This applies not 
only to more severe and complex injuries, but also to the 
common hurts encountered every day in the emergency room. 
Many circumstances determine the degree of success achieved, 
but certainly understanding of the nature of the injury and 
strict adherence to well-known principles are mandatory for 
the surgeon. This involves not only an overall evaluation of 
the patient and his needs, but knowledge and willingness to 
use the appropriate method of repair. 
Discussion to be opened by RicHarD W. VINCENT, New 
Orleans, La. 


Business Session. 


Wednesday, November 8, 9:00 a.m. 


Dallas Memorial Auditorium 


Closed Circuit Color Television. 


Panel Discussion: Treatment of Congenital and 
Traumatic Hand Problems. 


Moderator: CLIFFORD C. SNYDER, Miami, Fla. 
Panel Members: 
James H. HENprRIX, JR., Jackson, Miss. 
DEAN C. Kipp, Dallas, Texas 
Joun D. Patrerson, Fort Worth, Texas 
Surgeons: 
E. Frank DuntTon, Dallas, Texas 
Mark L. Lemmon, Dallas, Texas 
Witcarp C. SELLMAN, Dallas, Texas 
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SECTION ON PREVENTIVE MEDICINE 
Officers 


Chairman 


Joun M. Wuirtney, Dallas, Texas 
Vice-Chairman 


Forest R. Brown, 
Oklahoma City, Okla. 
Secretary T. Paut Haney, Tulsa, Okla. 


Host Committee: 


Georce A. Gray, Chairman 
J. W. Bass 

I. P. BARRETT 

WILBER V. BRADSHAW, JR. 
Cart F. JORDAN 

J. M. PickaRpD 


Presentations limited to fifteen minutes, including time 
required for slides and/or motion pictures. Discussion 
limited to five minutes. 


Tuesday, November 7, 9:00 a.m. 
Dallas Memorial Auditorium 


A joint meeting of the Sections on General Practice 
and Preventive Medicine. 


Ergotamine Tartrate in the Treatment of Vascular 
Headaches. ; ; 

Robert E. RyAn, St. Louis, Mo. 
The most recent successful preparations used in the sympto- 
matic treatment of migraine are presented and discussed; this 
includes rectal, inhalation, and oral types of therapy. 
Discussion to be opened by JoHN P. McGovern, Hous- 
ton, Texas. 


Louisiana State Board of Health—-DPW—Home 
Nursing Project. 
ANDREW HeEpDMEG, New Orleans, La. 


This will be in the form of an up-to-date six months progress 
report on a seven pilot parish program on home nursing by 
Public Health nurses to D.A.A. clients on Louisiana welfare 
rolls, with the idea that it could be expanded state-wide if 
feasible with Kerr-Mills grants. 


Discussion to be opened by Joun Bruce, New Orleans, 
La. 


Action on Aging at the Community Level. 
Mitrorp QO. Rouse, Dallas, Texas 


Physicians and laymen who attended the White House Con- 
ference on Aging last January have a wonderful opportunity 
to apply, on a local level, the observations and recommenda- 
tions resulting from county and state surveys preparatory to 
the Washington meeting. Experience and plans in Dallas 
County will be reviewed. 


Discussion to be opened by Russe.t L. Deter, El Paso, 
Texas. 


Intermission—Visit Exhibits 


Volunteer Fireman. 
MAL Rumpu, Fort Worth, Texas 


Recent Developments in Obstetrical and Gyneco- 
logical Practice. a 
WiLuiAM J. McGaniry, Galveston, Texas 


During the last five to ten years progress in the fields of 
obstetrics and gynecology has moved more rapidly than in 
any previous decade. Much of our effort has been directed 
toward the preventive aspects of our specialty in an attempt 
to reduce mortality and morbidity to a bare minimum. The 
problems of obstetrical and perinatal morbidity and a more phy- 
siological approach to our gynecological problems are the 
themes of the day. Attention will be stressed in dealing with 
the various obstetrical aspects contributing to perinatal mor- 
tality and morbidity, with particular attention to prema- 
turity, acute toxemia, and fetal distress. Among gynecological 
topics to be presented will be the evaluation and selection of 
the patient for gynecological surgery, the current place 
estrogen and progesterone in the management of gynecological 
disorders such as abortion, amenorrhea, and dysfunctional 
uterine bleeding. 
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Wednesday, November 8, 9:00 a.m. 
Dallas Memorial Auditorium 


Trends and Opportunities in International Health 
Work. 

ATHOL J. PATTERSON, New Orleans, La. 
This paper contains a review of the development of interna- 
uonal health organizations, the reasons for this, the different 
kinds of work being done, and the agencies undertaking 
them. Trends are discussed, brief descriptions of projects re- 
cently visited by the speaker will be given and opportunities 
for services by individuals and institutions in the Southern 
United States mentioned. 


Cooperative Field Studies as a Device for Consulta- 
tion. ’ 

Grorce A. Nrevitr and EvELYN FLOoK, 

San Francisco, Calif. 

The cooperative field study is presented as an effective mecha- 
nism for consultation. Evidence on which the conclusions are 
based is drawn from Public Health Service experimentation 
in a dental public health program. Although it applies pre- 
dominantly to federal-state-local relationships, it is applicable 
to other programs and other organizational relationships. 
Conceptually, the value of cooperative studies in stimulating 
desired program action is soundly rooted in the basic educa- 
tional principle that learning occurs more readily from shared 
experience than from precept. 
Discussion to be opened by RicHarp F. Boyp, Dallas, 
Texas. 


Intermission—Visit Exhibits 


Progress in Development of Community Health Fa- 
cilities and Services. 

MALCOLM J. Forp, Dallas, Texas 
Increasing cost of hospitalization and greater numbers of 
chronically ill persons in all parts of the United States has 
led to high interest in the development of new and expanded 
“out-of-hospital” health facilities and services. This paper 
gives a general description of the types of facilities being 
developed and of progress in the field to date. 
Discussion to be opened by Epcar J. EASsLey, Little 
Rock, Ark. 


Business Session. 
Wednesday, November 8 
12:30 p.m.—Luncheon. Location to be announced. 
Wednesday, November 8, 2:00 p.m. 
Dallas Memorial Auditorium 


A joint meeting the Sections on Physical Medicine 
and Rehabilitation and Preventive Medicine. 


Home Care Treatment in Arthritis. 
Nica KIRKPATRICK COvVALT, Winter Park, Fla. 


Goals of treatment for rheumatoid arthritis are: 1. Prevention 
of deformity; 2. Prevention of helplessness; 3. Relief of pain 
and muscle spasm. Methods of obtaining these goals in a 
home treatment program relate to correct positioning, main- 
tenance of joint motion, and exercises specifically related to 
deformities that generally occur with rheumatoid arthritis, 
and maintenance of, or retraining in activities of daily living. 
Physiologic indications and counterindications for various 
physiotherapeutic procedures are outlined. 


Discussion to be opened by Jewet S. Daucuety, Dallas, 
Texas. 


The Energy Needs for Ambulation Among Disabled 
Persons. 


Davip Hoenn, Fort Worth, Texas 


The ability to walk assumes great importance to the patient 
and the great bulk of medical material written on the abuse 
of rest might cause the physician to order ambulation in 
cases where such activity could be harmful. The cost to the 
heart should be considered, especially in amputees and various 
levels of paraplegia. The amount of ambulation required in 
the patients’ employment must be considered, especially in 
cardiac disability. 

Discussion to be opened by GLENN G. REYNOLDS, Wash- 
ington, D. C. 
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Intermission—Visit Exhibits 


The Public Health Nurse in Physical and Preventive 
Medicine. 
T. Paut Haney, Tulsa, Okla. 


It has been demonstrated in Tulsa County that the Public 
Health Nurse can make a great contribution to the sick 
patient, in both non-hospitalized and post-hospital care. Her 
service in the home is completely on orders from and under 
supervision of the attending physician. This nursing service is 
available to patients of all financial groups. When the patient 
can pay, the cost of the visit is collected. 


Discussion to be opened by Maurice L. Peter, Okla- 
homa City, Okla. 


Rehabilitation in Concept and Practice. 
WILLIAM A. SPENCER, Houston, Texas 


This paper will present a definition of rehabilitation medicine 
based upon the needs of disabled people. The composition of 
services used in rehabilitation and the responsibilities of the 
many professional groups concerned with effective rehabilita- 
tion will be discussed. A new perspective on the physician’s 
place and contribution to rehabilitation should result from the 
changing requirements of rehabilitation medicine. Also, the 
—_ ways in which rehabilitation is being done will be 
outlined. 


Discussion to be opened by FRANK J. SCHAFFER, Wash 
ington, D. C. 


SECTION ON PROCTOLOGY 


Officers 
Chairman Patrick H. HANLEY, New Orleans, La. 
Vice-Chairman...... ALVIN BALDWIN, JR., Dallas, Texas 
Secretary........ R. Leeves McCarry, Charlotte, N. C. 


Host Committee: 

ALVIN BALDWIN, JR., Chairman 

WILLIAM DAvip BARNETT 

OtTHO P. GRIFFIN 

Jack G. KERR 
Presentations limited to fifteen minutes, including time 
required for slides and/or motion pictures; the Chair- 
man to be allowed thirty minutes. Discussion limited 
to five minutes. 


Monday, November 6, 2:00 p.m. 
Dallas Memorial Auditorium 


Closed circuit color television. 


Diverticulitis: Diagnosis, Complication, and Treat- 
ment. 

Moderator: Rosert J. Rowe, Dallas, Texas 

Panel Members: 


Jack G. Kerr, Proctologist, Dallas, Texas 
Jerry E. MiLter, Radiologist, Dallas, Texas 
CurticeE Rosser, Proctologist, Dallas, Texas 


Intermission—Visit Exhibits 


Chairman’s Address: Villous Tumors. 

Patrick H. HANLEY, New Orleans, La. 
A study of a series of patients with villous tumors of the 
rectum and colon treated during the last ten years is pre- 
sented. These lesions are primarily benign neoplasms with a 
definite tendency to undergo malignant changes. Management 
is determined primarily by the size and location of the tumor, 
and presence of malignant changes in a_ portion of the 
benign tumor. Results of the various methods of manage- 
ment in this series of cases are presented. 
Discussion to be opened by JouN McGrvney, Galves- 
ton, Texas. 


Frequent Errors in the Diagnoses of Anorectal and 
Colon Diseases. 
RicHArD L. Buck, New Orleans, La. 


A discussion of the proctologic conditions which are frequently 
incorrectly diagnosed will be given. Included in this siudy will 
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be symptoms, signs, and salient points in the diagnoses of these 
lesions. The importance of both x-ray and careful proctoscopic 
examination will be stressed. Colored slides of many of these 
lesions will be shown. 


Discussion to be opened by JouN WaAvE Harris, Hous- 
ton, Texas. 


Clinical Investigation of a New Anti-Inflammatory 
Analgesic Compound in Anorectal Surgery. 


JouN Laurens, Little Rock, Ark. 


One hundred consecutive hemorrhoidectomies, all performed 
in the same hospital, using a similar technic were studied. 
These were divided into four groups of 25 each. Starting with 
the first postoperative day, an ‘“‘unknown’’ ointment was ap- 
plied to the external anal wounds three times a day, a differ- 
ent preparation being used in each group. The four prepara- 
tions used were as follows: (a) Kenalog 0.1% and 2% 
Intracaine in a plastibase; (b) 2% Intracaine, plain; (c) 0.1% 
Kenalog: and (d) a plastibase placebo. This was a controlled 
double-blind study. The results are presented and discussed. 


Discussion to be opened by Merritt O. Hines, New 
Orleans, La. 


Business Session. 


Monday, November 6 


7:00 p.m.—Cocktail party and dinner, Chaparral Club, 
Southland Life Building. 


Tuesday, November 7, 2:00 p.m. 
Dallas Memorial Auditorium 


lleitis. 
MERRILL O. HinEs, New Orleans, La. 


A review of the experience with handling regional enteritis 
in Ochsner Clinic is presented. The medical and _ surgical 
aspects are reviewed. The relationship to chronic ulcerative 
colitis is also discussed. This is a disease that is prone to 
recurrence and many complications. 

Discussion to be opened by Patrick H. HANLEY, New 
Orleans, La. 


Injection Treatment of Hemorrhoids. 
RoserT V. TERRELL, Richmond, Va. 


The true incidence of hemorrhoids in the general population 
is unknown, but it is high and of approximately equal dis- 
tribution in the two sexes. The first symptom of internal 
hemorrhoids is usually bright red, fresh bleeding at stool. The 
second is protrusion. When a small amount of the sclerosing 
agent is injected into an internal hemorrhoid a fibrous tissue 
infiltration follows which produces shrinkage of the hemor- 
rhoidal mass. This is repeated until the hemorrhoid is ob- 
literated. The injection treatment of hemorrhoids can safely 
be carried out in the physician’s office, and is used to achieve 
asymptomatic relief, and in some uncomplicated cases it can 
effect a permanent cure, or defer surgery indefinitely. 


Discussion to be opened by CraupE G. MENTZER, 
Miami, Fla. 


Sigmoidoscopy in the Asymptomatic “Over 40’s.”’ 
Max B. BrRAcuiAr, Chanute Air Force Base, IIl. 


Results of routine sigmoidoscopic examinations in asympto- 
matic personnel receiving annual Air Force physical examina- 
tions will be presented. Significant numbers of these indivi- 
duals have had adenomatous polyps and a surprisingly large 
number have had anorectal conditions of sufficient magnitude 
to require surgery or prolonged conservative treatment. This 
study confirms our impression that routine sigmoidoscopy for 
personnel 40 years of age and over is a valid and worthwhile 
procedure. 


Colostomy Management. 
Otnuo P. GrirFin, Fort Worth, Texas 


The paper deals primarily with proper construction of 
colostomy, postoperative management, diet, irrigation with 
proper postoperative follow-up of patient with a permanent 
colostomy. 

Discussion to be opened by THEoporE B. Myers, Fort 
Worth, Texas. 


Intermission—Visit Exhibits 
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Diagnosis and Management of Anal Ulcerations. 

Curtice Rosser, Dallas, Texas 
A distinction is drawn between the simple anal fissure and the 
complicated lesion which should be termed, correctly, anal 
ulcer. The lesions which are most likely to present diagnostic 
difficulties are venereal, tubercular and malignant in nature, 
Illustrations of each of these will be presented and brief com. 
ments concerning their management included in the discussion. 
Discussion to be opened by ALVIN BALDWIN, JR., Dallas, 
Texas. 


A Sigmoidoscopic Method of Tagging a Polyp for 
the Radiologist. 

HENRY LAURENS, JOHN M. EIBAND and 

ARNO W. SomMMER, Temple, Texas 

A small metallic clip is attached to the pedicle of a sigmoidal 
polyp through the sigmoidoscope. The distance of the polyp 
from the anal verge is correlated with that measured by the 
radiologist following a special angle view. At times a signif- 
icantly large polyp cannot be visualized radiographically even 
though the attached clip can be seen. This may explain the 
high incidence of additional polyps not seen radiographically, 
but found at the time of surgery. 
Discussion to be opened by JOHN LAURENS, Little Rock, 
Ark. 


Fissure in Ano: A Complication of Anusitis. 
GLENN G. Perry, High Point, N. C. 


In this paper the author states that the structure of the 
anorectal outlet, anusitis, and trauma in combination may be 
the primary cause of fissure in ano. A series of cases are re- 
ported, the explanation of anusitis, the surgery and follow-up 
treatment are discussed. 

Discussion to be opened by Frep B. Hopces, Atlanta, 
Ga. 


‘Scoping the Past. 
LEON Banov, Jr., Charleston, S. C. 


This paper deals with the management of anorectal diseases 
during the Middle Ages. In spite of a scarcity of articles 
dealing with the historical aspects of proctology, an acquain- 
tance with the past takes on importance for the appreciation 
and evaluation of the changing character of medical concepts. 
Some of the writings of eminent physicians and surgeons of 
that era (Arderne, Theodoric, Maimonides) will be discussed. 
Discussion to be opened by Jurius E. Linn, Birming- 
ham, Ala. 


SECTION ON RADIOLOGY 
Officers 


Chairman 
Secretary 


SEYMOUR OCHSNER, New Orleans, La. 
.Rosert D. SLOAN, Jackson, Miss, 


Host Committee: 


Jerry E. Miter, Chairman 

ROBERT B. CONNOR 

GLENN D. CARLSON 

Jack R. REYNOLDs 
Presentations limited to fifteen minutes, including time 
required for slides and/or motion pictures; the out- 
out-of-territory essayist to be allowed thirty minutes. 


Tuesday, November 7, 9:00 a.m. 


Dallas Memorial Auditorium 


Evaluation of Some Roentgenographic Signs in Sickle 
Cell Anemia and Its Varients. 


Jack R. Reynotps, Dallas, Texas 


Discussion is limited to the character and the_ incidence of 
signs in: 1. mandible; 2. skull; 3. juxtarticular bone in com- 
parable groups with sickle cell anemia and_ sickle cell 
hemoglobin C disease. Films of the dental region would seem 
valuable and should be employed more often. Abnormalities 
of the calvarium are well known, but often not striking in 
their commonest form. A rarer lesion, subchondral bone de- 
struction at articular surfaces, has been encountered and is 
described. 
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Pulmonary Hematomas Secondary to Nonpenetrating 
Injury. 

J. R. WittiaAMs and Frep J. Bonte, Dallas, Texas 
Pulmonary hematoma, the vanishing lung tumor, is an in- 
frequent consequence of nonpenetrating chest trauma. Since 
most of the previously reported cases of pulmonary hematomas 
have been surgically removed, their longevity has been ob- 
scure. We have observed eight such hematomas, appearing as 
discrete nodular densities within the lungs, which were fol- 
lowed until resolution occurred. A radiographic sign to dif- 
ferentiate early hematomas from other ‘“‘coin’’ lesions is 
emphasized. 


Contributions of Renal Arteriography to the Treat- 
ment of Hypertension. 
Ropert N. Coo.ey, Galveston, Texas 


The role of renal artery obstruction as a cause of hyper- 
tension is as vet poorly defined. However, renal arteriography 
has proved to be a valuable means of determining the pres- 
ence of obstructions and anomalies of the renal arterial 
vasculature and surgical relief of these abnormalities has in a 
number of instances relieved the hypertension. The technic 
of the procedure will be discussed along with representative 
examples of its use. 


Intermission—Visit Exhibits 


Film Reading Session. 

Moderator: Trep F. Lricu, Atlanta, Ga. 

Panel Members: 
BENJAMIN FELsoN, Cincinnati, Ohio 
RICHARD H. MArRSHAK, New York, N. Y. 
CHARLES M. Nice, JR., New Orleans, La. 
Joun D. Reeves, Gainesville, Fla. 


Tuesday, November 7 
Dallas Memorial Auditorium 


Radiology Refresher Courses: 
Postgraduate Instruction 


sponsored by 
The Radiological Society of North America 
Course No. 1—1:30-3:00 p.m. 


Some Fundamentals of Chest Roentgenology. 
BENJAMIN FELSON, Cincinnati, Ohio 
This course will deal primarily with principles rather than 
with specific disease entities. The material to be presented will 
be different from that of earlier refresher courses by the 
author. It will include the following: 1. The hila and pulmo- 
nary vasculature; 2. The pleura; and 3. The diaphragm. 


Intermission—Visit Exhibits 


Course No. 2—3:30-5:00 p.m. 


Recent Advances in Gastrointestinal Radiology. 
RicHArD H. MArsHAK, New York, N. Y. 


The course will be divided in four parts: 


Part I: Newer concepts in the interpretation of 
lesions of the gastrointestinal tract. 


Part II: Roentgen findings in the recently de- 
scribed syndromes such as the Zollinger- 
Ellison syndrome, Peutz-Jaeger’s disease, 
carcinoid syndrome, toxic dilatation of 
the colon, villous adenoma, et cetera. 


Part III: Technical factors in the examination of 
the gastrointestinal tract as well as a 
discussion of the various barium prepa- 
rations. 


Part IV: Questions and answers. 
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Tuesday, November 7 
Dallas Memorial Auditorum 


3:00-5:00 p.m.—A closed circuit color television pro- 
gram, originating from the Parkland Memorial Hos- 
pital, will be presented jointly by the Sections on 
Pathology, Radiology and Urology. 


Panel Discussion: Tumors of the Genitourinary Tract. 
Moderator: Harry M. Spence, Urologist, Dallas, ‘Texas 
Panel Members: 


Jerry E. MILteR, Radiologist, Dallas, Texas 
VERNIE A. STEMBRIDGE, Pathologist, Dallas, Texas 
ELcin W. Wake, JRr., Urologist, Dallas, Texas 


A live television panel consisting of representatives from the 
specialties of Pathology, Radiology and Urology will discuss 
the clinical aspects, diagnostic features, treatment and prog- 
nosis of certain select tumors of the genitourinary tract. Illus- 
trative cases will be followed by an informal discussion. 


Tuesday, November 7 


6:30 p.m.—Reception for members of the Section on 
Radiology and guests at the home of Dr. and Mrs. 
Jerry E. Miller, 6407 Forest Lane, Dallas, Texas. 


Wednesday, November 8, 9:00 a.m. 
Dallas Memorial Auditorium 


Inspiratory Chest Films Used With the Ungerleider- 
Clark Heart Size Tables. 


RusseLL WicH and WILLIAM E. KENNEDY, Augusta, Ga. 


An adaptation to the Ungerleider-Clark heart size prediction 
tables permits the use of inspiratory films. These tables predict 
transverse diameters on the basis of height and weight. Two 
hundred normal individuals were examined. Two films of 
each examinee were made, one in deep inspiration, the other 
in quiet respiration. Statistical analysis of the data provides a 
correction factor for their tables. The advantages of the 
inspiratory technic over the original procedure will be dis- 
cussed. 


Pyloric Channel Ulcers. 
ANDREW F. GIESEN, JR., and SEYMOUR OCHSNER, 
New Orleans, La. 
Clinical and radiological experience is reviewed in 73 patients 
at the Ochsner Clinic having pyloric channel ulcers. The 
various types of ulcer crater seen radiologically, the elongation 
and deformity of the pyloric canal, and other “indirect signs”’ 
of ulcer are described. The importance of careful fluoroscopy 
and adequate radiography, factors that obscure the examina- 
tion or confuse the examiner, some features helping to dif- 
ferentiate the benign ulcer from malignancy, and the desir- 
ability of careful follow-up studies are stressed. 





GUEST SPEAKER 


Photo 
WILLIAM B. SEAMAN, M.D. 


Not New York, N. Y. 


Professor of Radiology, College 


= 's of Physicians and Surgeons, Co- 

Available lumbia University; Director of 
Radiology Service, Presbyterian 
Hospital. 











Radiographic Aspects of Hypertrophy of the Pyloric 
Muscle in Adults. 


The roentgenograms of 25 adult patients microscopically 
verified hypertrophy of the pyloric muscle have been studied. 
The correlation of the roentgen appearance with current 
anatomical and physiological concepts of the pyloric muscle 
will be presented. The problem of differential diagnosis and 
the role of antral spasm in pyloric hypertrophy, gastritis, 
carcinoma, and peptic ulcer will be discussed. 


Intermission—Visit Exhibits 
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Further Advances in Radioisotope Blood Pool Scan- 
ning. 

Frep J. Bonte, G. J. ANDREwS, E. A. ELMENDORF, 

J. S. KRoHMER and NorMAN L. PRESLEY, 

Dallas, Texas 


Radioisotope blood pool scanning, originally devised as a crude 
test for the detection of large volumes of pericardial fluid, can 
be further refined by certain improvements in equipment. 
The test can be further, and perhaps even more successfully, 
applied to the problem of differential diagnosis of midline 
thoraco-abdominal masses, between aneurysms and _ solid 
tumors. The authors will include a discussion of the present 
state of the art, together with interesting developments in the 
immediate future. 


The Radiology of Bronchiolitis. 
WILLIAM E. Lone and Epwarp H. Marry, 
Memphis, Tenn. 


Bronchiolitis is a clinical syndrome seen in early infancy 
characterized by a percipitous onset of dyspnea and toxicity 
during an otherwise mild upper respiratory infection. The 
fundamental pathology and pathologic physiology will be 
reviewed in an attempt to correlate them with the radiologic 
picture. The radiographs of 100 consecutive cases of clinically 
diagnosed acute bronchiolitis were reviewed. A discussion of 
the findings and differential diagnosis will be presented. 


Activities and Goals of The American College of 
Radiology. 

Davip S. CARROLL, Memphis, Tenn. 
The College is making a concerted effort to make known to 
more radiologists the activities and goals of The American 
College of Radiology. With this in mind, they have requested 
representation at regional and national radiological meetings. 


Ruci ¢ ° 





Wednesday, November 8 


12:00 noon—Luncheon meeting for members and 
guests of the Section on Radiology. Site to be an- 
nounced. 


12:00 noon—Luncheon for the wives of members and 
guests of the Section on Radiology. Site to be an- 
nounced. 

Wednesday, November 8 
Dallas Memorial Auditorium 
Radiology Refresher Courses: 
Postgraduate Instruction 
sponsored by 
The Radiological Society of North America 


Course No. 3—1:30-3:00 p.m. 


Recent Advances in Gastrointestinal Radiology. 
RICHARD H. MarsHak, New York, N. Y. 


(Continued from Tuesday, Course No. 2) 
Intermission—Visit Exhibits 
Course No. 4—3:30-5:00 p.m. 


Roentgenography of the Plain Skull. 
WILLIAM B. SEAMAN, New York, N. Y. 


A_review of the fundamental principles of the interpretation 
of the skull roentgenogram with particular emphasis on the 
evaluation of the sella turcica and the differential diagnosis of 
intracranial calcifications. The problem of the differential 
diagnosis of cranial hyperostoses will be presented and the 
differentiation of fibrous dysplasia the hyperostoses associated 
with meningiomata, discussed in detail. 


SECTION ON SURGERY 


Officers 
Chairman MARSHALL L. MICHEL, New Orleans, La. 
Vice-Chairman J. Harovp Cuerk, Dallas, Texas 
Secretary BENJAMIN F. Byrp, JRr., Nashville, Tenn 


SOUTHERN MEDICAL JOURNAL 





OCTOBER 196} 


Host Committee: 

LeRoy J. KLEINSASSER, Chairman 

RoBertT A. McCALu 

CHARLES R. Morris 

ROBERT L. SEWELL 

THEODORE P. VOTTELER 

Joun L. KEE, Jr. 
Presentations limited to fifteen minutes, including time 
required for slides and/or motion pictures; the Chair- 
man and out-of-territory essayist to be allowed thirty 
minutes. Discussion limited to five minutes. ; 


Monday, November 6, 1:30 p.m. 


Dallas Memorial Auditorium 


A joint meeting of the Sections on Plastic and Re- 
constructive Surgery and Surgery. 


Forum on Trauma. 


Moderator: MARSHALL L. MicHEL, New Orleans, La. 


Fractures of the Zygomatic Complex with Actual 


Demonstrations. 
WituiAM A. LANGE, Detroit, Mich. 


The normal anatomy of the zygomatic bone is reviewed. 
Methods of diagnosis of fractures of the zygomatic bone are 
outlined. Induced fractures of the zygoma and zygomatic arch 
were studied, using human skulls. The stress on the area 
studied was measured with photo-stress, which was found in- 
adequate. The studies were repeated using stress coat and 
strain gauges. The various procedures used in reduction and 
immobilization of zygomatic fractures are described. The au- 
thor’s method of reduction and fixation of these fractures is 
detailed. The use of a special pin for elevating the depressed 
fractures and holding them in normal anatomical position 
while they are fixed with a special screw pin is outlined in 
detail. The merits of the author’s method are compared with 
other procedures. The treatment of depressed fractures of the 
zygomatic arch is included. The paper is completely illustrated 
with colored slides. 


Discussion to be opened by BROMLEY S. FREEMAN, 
Houston, Texas. 


Recognition and Management of Acute Brain Injury. 
GeorceE EuNt, Houston, Texas 


Current Management of Thoracic Injuries. 
G. V. BRINDLEY, JR., Temple, Texas 


Thoracic injuries from violent collisions and industrial accidents 
often are severe. A better understanding of thoracic physiology 
has led to improvement in emergency and definitive care. The 
more frequent and serious thoracic injuries are reviewed with 
suggestions as to their early detection and optimum therapy. 
Emphasis is placed on limitation of morbidity and maximum 
return of function. 


Composite Surgical Management of Defects of the 
Upper Extremity. 
CLAuDE C. COLEMAN, JR., and WILLCOX RUFFIN, JR., 
Charlottesville, Va. 
Acquired and congenital defects of the arm, forearm and 
hand demand composite surgical therapy. Since many of these 
defects involve not only the somatic soft tissues, but also the 
deeper structures, it is clear that the reconstructive approach 
must be all inclusive in nature. Divided responsibility among 
the various surgical specialties has no real place in the man- 
agement of these problems. This presentation concerns the 
composite surgical care of defects of the brachial plexus and 
the major nerves of the arm and forearm, compound defects 
of the humerus and elbow joint. The treatment of certain 
irreparable nerve injuries (Volkmann’s contracture, et cetera) 
will also be discussed. Radiation burns of the hand and fingers 
will be described and their treatment illustrated by slides. 


Discussion to be opened by SIMON FrRepricks, Houston, 
Texas. 


Discussion Period. 


Intermission—Visit Exhibits 
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Panel Discussion: Management of Burns. 


The Problem of Electrolyte and Fluid Replacement 
and the Early Management of Burns. 
Joun A. Moncrier, San Antonio, Texas 


Hydrotherapy for the Severely Burned Patient. 
SAM E. STEPHENSON, JR., and C. R. JOHNSON, 
Nashville, Tenn. 
In the last four years the authors have utilized early hydro- 
therapy (whirlpool baths) in the treatment of major burns in 
an attempt to reduce secondary wound infection and to more 
rapidly prepare recipient sites for early grafting. It soon be- 
came apparent that not only were the patients demonstrating 
less symptoms and signs of toxemia, but also there was rapid re- 
epithelization of the burned area. This appears to be possible 
from the fact that adequate control of secondary infection pre- 
vents deep second degree burns from progressing to third de- 
gree lesions. The method of treatment, analysis of approxi- 
mately fifteen patients (only one of which has required graft- 
ing) and illustrative photographs of the cases will be presented. 


Management of Burns. 

NIcHOLAS G. GEORGIADE, Durham, N. C. 
Some of the newer aspects and concepts in the management 
of the acute burn patient will be discussed. The various bac- 
teriologic and resurfacing possibilities will be discussed. The 


use of dressing materials and antibiotic topical applications 
will be compared. 


Discussion Period. 


Tuesday, November 7, 9:00 a.m. 


Dallas Memorial Auditorium 


A closed circuit color television program will be pre- 
sented jointly by the Sections on Gastroenterology, 
Medicine and Surgery. 


HARRISON J. SHULL, Nashville, Tenn., presiding. 


Panel Discussion: Chronic Benign Disease of the 
Bowel. 


Moderator: DONALD F. MARION, Miami, Fla. 
Panel Members: 


Morris J. FoGeELMAN, Surgeon, Dallas, Texas 
FRANZ J. INGELFINGER, Gastroenterologist, Boston, 
Mass. 
J. R. WittiaMs, Radiologist, Dallas, Texas 
Surgeon: G. Tom Suires, Dallas, Texas 


Open Discussion. 


Tuesday, November 7, 2:00 p.m. 


Dallas Memorial Auditorium 


Compression of the Trachea and Esophagus by Con- 
genital Vascular Anomalies. 


WaAL_tTeR L. Divecey, Nashville, Tenn. 


Congenital vascular anomalies resulting from malformations of 
the aortic arch and its branches which surround the trachea 
and esophagus in such a manner as to cause compression of 
these structures have been of interest to anatomists and path- 
ologists for many years. The clinical importance of these vas- 
cular abnormalities and the desirability of surgical correction 
in symptomatic patients have been stressed in recent years. 
This report is concerned with fifteen patients who have been 
treated for such vascular abnormalities. Problems in diagnosis 
and treatment are discussed. Two patients were encountered 
who had compression of a main bronchus rather than the 
trachea. A high incidence of other associated congenital mal- 
formations occurred in this group of patients. 


Discussion to be opened by Harris D. Rivey, Okla- 
homa City, Okla. 
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GUEST SPEAKER 


ROBERT J. COFFEY, M.D. 
Washington, D. C. 


Professor of Surgery and Di- 
rector of the Department of 
Surgery, Georgetown University 
School of Medicine. 


The Surgical Treatment of Hyperparathyroidism. 

In a series of 29 cases, problems involved in the diagnosis and 
treatment of hyperparathyroidism are reviewed. On the basis 
of complete laboratory studies, an analysis of the value of 
various laboratory aids has been carried out. Surgical treatment 
including technical considerations, an analysis of pathologic 
findings, and postoperative studies are presented. 


Intermission—Visit Exhibits 


Re H s H 





Chairman’s Address: Intestinal Obstruction of the 
Colon. 

MARSHALL L. Micue., New Orleans, La. 
This paper will consist of a review of a large number of 
cases from Charity Hospital and Touro Infirmary in New 
Orleans. Present results and incidence will be compared to a 
previous study made approximately ten years ago. Differences 
between obstruction of the colon and obstruction of the small 
intestine will be emphasized. 


The Surgical Treatment of Extracranial Occlusions 
Causing Cerebral Vascular Arterial Insufficiency. 
LeRoy J. KLEINSASSER, Dallas, Texas 


This paper is intended to give the indications for arterio- 
graphic investigation of carotid and vertebral artery occlusion, 
the technics of the arteriographic studies, and the surgical 
treatment and results with emphasis on the presentation of 
representative Cases. 


SECTION ON UROLOGY 
Officers 


Chairman REESE C. COLEMAN, Jr., Atlanta, Ga. 
Vice-Chairman. ..W1LL1AM H. Morse, Memphis, Tenn. 
Secretary... SAMUEL K. Coun, Birmincham, Ala. 


Host Committee: 

JosepH D. MITCHELL, JR., Co-Chairman 

KEN Mooney, Co-Chairman 

DotpHus E. COMPERE 

Joun L. DENMAN 
Presentations limited to fifteen minues, including time 
required for slides and/or motion pictures; the Chair- 
man and out-of-territory essayist to be allowed thirty 
minutes. 


Sunday, November 5 

12:00 noon—Visiting urologists are invited to attend 
a meeting of the Inter-City Urological Society at 
the Dallas Athletic Club. 

6:00 p.m.—Social Hour, sponsored by the Inter-City 
Urological Society, Baker Hotel, Terrace Room. 

Monday, November 6, 2:00 p.m. 
Dallas Memorial Auditorium 


Diagnostic Approach to Renovascular Hypertension. 
RussELL Scott, Jr., Houston, Texas 


This report is based on experience with over one hundred 
cases of renovascular hypertension treated by reconstructive 
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vascular surgery. The selection of patients with hypertension 
that need complete renovascular evaluation is outlined. The 
indications and limitations of the intravenous pyelogram, 
renogram, aortogram and split function test is discussed. 


A Technic for Kidney Scanning. 


Jorcen U. Scutecet, Grorce DELEON CUELLAR and 
Joseru L. Izenstark, New Orleans, La. 


The usefulness of kidney scanning in localizing areas of 
ischemia is demonstrated by combining stop-flow with injec- 
tion of radiohippuran. This method provides rather accurate 
scanning of the renal parenchyma and will render the pelvic 
urine relatively free of radioactive material. The degree of 
radioactivity in the renal parenchyma is directly proportional 
to the blood flow. The usefulness of this method will be 
demonstrated in experimental scanning on dogs with a regular 
scanner as well as a surgical scintillation probe with the kid- 
neys exposed. The latter has also been applied in patients at 
time of surgery. The usefulness of this method will be dis- 
cussed. 


The Use of the Artificial Kidney in Urologic Prob- 
lems. 


Jean McNett Morcan and H. V. MurDAuGu, JR., 
Birmingham, Ala. 


The contribution of the artificial kidney for care of urologic 
patients will be discussed with particular respect to terminal, 
but potentially reversible, uremia due to obstruction, prepara- 
tion of the chronic uremic for necessary urologic surgery, and 
treatment of acute renal failure following surgery or transfusion 
reaction. 


Coexistence of Renal Cysts and Neoplasms. 
WILLIAM BRANNAN, New Orleans, La. 


The occurrence of four renal cell carcinomas in association 
with cystic disease of the kidney has been encountered. The 
statistical analysis of the cases of solitary renal cyst at the 
Ochsner Foundation Hospital disclose an incidence of 2.9% 


of clear cell carcinoma coexisting with solitary cyst of the 
kidney. 


Discussion Period. 


Intermission—Visit Exhibits 


Vesicocutaneous Conduit. 
EDWARD VAN Scott, Birmingham, Ala. 


Urinary incontinence in patients with neurogenic abnormalities 
such as spina-bifida has been treated with construction of a 
large anterior bladder flap closed in the form of a tube to 
form a conduit. The technic of the new operation is described 
with a discussion of results, complications and indications. 


Membranous Urethroplasty: Indications and Post- 
operative Results 15 Years Later. 


James H. SemAns, Durham, N. C. 


This is an evaluation of a surgical procedure first used in 
1945 by the author and described in 1948 for those patients 
with partial urinary retention following injury of the spinal 
cord in whom transurethral resection has been unsuccessful 
in eliminating vesical residual urine. The increasing incidence 
of this condition indicates reappraisal. 


Radical Perineal Prostatectomy. 


Ravpu E. Brooks, JR., and CHARLES M. NoRFLEET, JR., 

Winston-Salem, N. C. 

This presentation deals with 100 consecutive patients judged 

to have early lesions of carcinoma of the prostate, subjected 

to radical perineal prostato-vesiculectomy. More than one-third 

had their surgery prior to 1950. The most recent patient in 
this series was operated on in 1959. 


Discussion Period. 
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Tuesday, November 7, 2:00 p.m. 


Dallas Memorial Auditorium 


GUEST SPEAKER 


JACK LAPIDES, M.D. 
Ann Arbor, Mich. 


Associate Professor of Surgery 
(Urology), University of Michi- 
gan Medical School and Hos- 
pital; Chief, Section of Urology 
Veterans Administration Hospi- 
tal, Ann Arbor; Chief, Section 
on Urology, Wayne County 
General Hospital, Eloise, ; 


Urinary Incontinence in the Male. 


In the first portion of the paper the modern concept of the 
physiology of micturition is presented; this is followed by a 
discussion of the physiopathology, diagnosis and treatment of 
= various types of urinary incontinence encountered in the 
male. 


Intermission—Visit Exhibits 


3:00-5:00 p.m.—A_ closed circuit color television pro- 
gram originating from the Parkland Memorial Hos- 
pital, will be presented jointly by the Sections on 
Pathology, Radiology and Urology. 


Panel Discussion: Tumors of the Genitourinary Tract. 
Moderator: Harry M. Spence, Urologist, Dallas, Texas 
Panel Members: 
Jerry E. MILcer, Radiologist, Dallas, Texas 
VERNIE A. STEMBRIDGE, Pathologist, Dallas, Texas 
Evcin W. Ware, JRr., Urologist, Dallas, Texas 
A live television panel consisting of representatives from the 
specialties of Pathology, Radiology and Urology will discuss 
the clinical aspects, diagnostic features, treatment and _ prog- 
nosis of certain select tumors of the genitourinary tract. Illus- 
trative cases will be followed by an informal discussion. 


Wednesday, November 8, 2:00 p.m. 
Dallas Memorial Auditorium 


Chairman’s Address: The Complete Removal of Blad- 
der Tumor with Conservation of Normal Bladder. 
Reese C, COLEMAN, Jr., Atlanta, Ga. 
Simple technics for the adequate removal of localized tumors 
as determined by the size, type, and location will be reviewed. 
Emphasis will be placed upon the preservation of even a 
small amount of bladder for the reconstruction of a normal 
reservoir. The ultimate results following this plan of manage- 
ment will be discussed. Cases will be presented. 
Reflux: A Five Year Follow-Up. 
C. M. Pasquier, JRr., J. H. CAMPBELL, Jr., W. L. 
GEISSLER and E. C. St. MARTIN, Shreveport, La. 
This is a follow-up study of patients in whom the presence 
of reflux was established five or more years previously. An 
evaluation is made of the present status of these patients in 
the light of various methods of management utilized. 


Ureteral Reflux, Its Significance and Correction. 
Rosert Licu, JRr., and LONNIE W. HowertTOoNn, 
Louisville, Ky. 
The ultimate significance of ureteral reflux is discussed along 
with observations regarding its occurrence. A simplified method 


for the correction of ureteral reflux will be outlined and 
visually demonstrated. 


Discussion Period. 


Business Session. 


Intermission—Visit Exhibits 
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Problems in the Construction of an “‘Ileal Bladder.” 
GeorcE O. MILEs, Kansas City, Mo. 


A review of over 140 ileal segments that have been con- 
structed for urinary reservoir. Most of these have been con- 
structed as a part of extensive pelvic surgery for malignant 
disease. These experiences will be reviewed and how the opera- 
tion has been changed as ways are discovered to lessen the 
incidence of some of the complications. 


The Present Status of Urinary Diversion. 
IAN M. THoMpsoN and GILBERT Ross, JR., 
Columbia, Mo. 


The variety of clinicopathologic conditions for which urinary 
diversion operations may be performed are categorized and 
discussed in respect to indication for diversion, the suitability 
of available surgical technics and the reported advantages and 
disadvantages of each. A new operation for supravesical diver- 
sion is described and the experience in its use evaluated. 


A Review of Complications Following the Use of 

Small Bowel Segments in Urologic Surgery. 
SHERIDAN W. SHIRLEY and MELL L. DuGGAN, 
Birmingham, Ala. 


Although there has been rapid progress in the use of iso- 
lated segments of small intestine in urologic surgery there 
is an increasing awareness of the importance of the complica- 
tions arising in these patients. At the University of Alabama 
Medical Center, a review has been made of all the cases using 
small intestine in urologic surgery in order to evaluate more 
clearly the various complications. 


Discussion Period. 


SCIENTIFIC GROUPS MEETING CONJOINTLY 
WITH SOUTHERN MEDICAL ASSOCIATION 


AMERICAN COLLEGE OF CHEST PHYSICIANS 
Southern Chapter 


Sheraton-Dallas Hotel—Headquarters 


Eighteenth Annual Meeting, November 4-5, 1961 


Officers, Southern Chapter 


President ..DeEWritt C. Daucutry, Miami, Fla. 
First Vice-President HENRY R. HOSKINS, 
San Antonio, Texas 
JosepH W. PEABopy, JR., 
Washington, D. C. 
Secretary-Treasurer..WiLLiAM S. KLEIN, Baltimore, Md. 


Second Vice-President. . 


Saturday, November 4 
1:00-2:50 p.m.—Symposium on Cystic Pulmonary 
Disease. 
Chairman: DeWitr C. DauGcutry, Miami, Fla. 


Pulmonary Cystic Problems in Pediatric Practice. 
Rosert R. SHAw, Dallas, Texas 
Further Observations on Congenital Lobar Emphy- 
sema. 
SAM E. STEPHENSON, JR., Nashville, Tenn. 
Cystic Pulmonary Disease in the Adult. 


DaniEL E. JENKINS, Houston, Texas 


Patient Selection: The Secret to Success in Emphy- 
sema Surgery. 


Oster A. Apsott, Atlanta, Ga. 


2:50-3:00 p.m.—Intermission. 


3:00-5:00 p.m.—Panel Discussion: Pulmonary Cystic 
Disease. 


Moderator: Joun H. Seasury, New Orleans, La. 
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Panel Members: 
Internists: DANIEL E. JENKINS, Houston, Texas 
Joun A. Wicctns, Jr., Fort Worth, Texas 
Pathologist: Jack L. SmitH, Beaumont, Texas 
Radiologist: Marvin R. Gunn, Kansas City, Mo. 
Surgeons: OsLER A. Appott, Atlanta, Ga. 
Epwarp R. MUNNELL, Oklahoma City, Okla. 
Ropert R. SHAw, Dallas, Texas 


Sunday, November 5 


9:00-10:45 a.m.—Cardiovascular Diseases. 
Chairman: Donatp L. PAuLson, Dallas, Texas 


Patent Ductus Arteriosus in Early Infancy. 


MASAUKI HarRA, WILLIAM T. DUNGAN, BEN M. LINCOLN 
and FRANK B. McCutcHeon, Little Rock, Ark. 


Medical Aspects of Heart Block. 
CHARLES RAYMOND CAIN, Dallas, Texas 


The Surgical Management of Heart Block. 
Haroip C. SPEAR, JOHN G. CHESNEY and 
DeWitt C. DaucHtry, Miami, Fla. 
Technical Considerations in Open Surgery on the 
Aortic Valve. 
Mitton V. Davis, MAuRICE ADAM and 
BEN F. Mitcue , Jr., Dallas, Texas 


The Practical Significance of Coronary Artery 
Anomalies with Report of the First Successful Sur- 
gical Correction of an Anomalous Left Coronary 
Artery in an Adult. 


Hu A. Brake, San Antonio, Texas; 
WILLIAM C. MANION, Washington, D. C. 
10:45-11:00 a.m.—Intermission 


11:00-11:45 a.m.—The Annual Paul Turner Lec- 
ture. 


Mycobacterial Infection in Man. 
JouHN S. CHAPMAN, Dallas, Texas 


12:00-1:15 p.m.—Luncheon. 
Speaker: Rosert R. SHAw, Dallas, Texas 
Subject: International Medicine. 


Sunday, November 5 
1:30-3:15 p.m.—Bronchopul y Di 


P od 


Chairman: CarLos J. QUINTANILLA, Harlingen, Texas 








Puzzling Chest X-ray Findings Associated with Pri- 
mary Abdominal Disease. 


JouHN N. Bickers and Howarp A. BUECHNER, 
New Orleans, La. 


The Role of Heated Aerosols as a Diagnostic and 
Therapeutic Tool in the Management of Broncho- 
pulmonary Disorders. 


WILLIAM F. MILLER, IVAN E. CUSHING 
and Don P. Warpben, Dallas, Texas 


An Intrinsic Origin of Bronchospasm. 


Joun E. Rayt, KJELL H. CHRISTIANSEN 
and Joun T. Joyner, Oteen, N. C. 


The Myth of IPPB/I. 
Watts R. Wess, G. D. CAMPBELL and 
V. pEGUZMAN, Jackson, Miss. 
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The Management of Bronchopulmonary Infections 
in Patients with Impaired Resistance Due to Various 
Causes. 
J. Lewis Yates, CHARLES A. BRASHER and 
H. V. LANGELUTTIG, Mount Vernon, Mo. 


3:15-3:30 p.m.—lIntermission. 
3:30-5:00 p.m. 


Chairman: Henry R. Hoskins, San Antonio, Texas 


Non-Opaque Foreign Body Bronchiectasis. 
H. BieEMAN OTHERSEN, JR., and 
WENDELL B. THRoweR, Charleston, S. C. 


Hemoptysis: Diagnosis Essential to Proper Manage- 
ment. 
Rosert E. Carr, Fort Worth, Texas 


Comparative Study of 100 Consecutive Cases of 
Hemoptysis. 

Maurice ADAM, MILTON V. Davis and 

Ben F. Mircuet, JRr., Dallas, Texas 


Experiences with Bronchial Carcinoma Among a 
Rural Population. 

Hucu E. STEPHENSON, JR., WILLIAM Dowpy, 

Ropert E. PAULETTE and THOMAs C. SUTTERFIELD, 

Columbia, Mo. 

A Favorable Form of Bronchial Carcinoma: A Re- 
minder of Its Existence. 

JoserpH W. PeraAsopy, JR., EDGAR W. Davis, 

So. Katz and WILLIAM S. Lyons, Washington, D. C. 


AMERICAN SOCIETY OF INTERNAL MEDICINE 
Officers 
President 


President-Elect 
Secretary-Treasurer 


Ross V. TAytor, Jackson, Miss. 
GerorcE K. Wever, Stockton, Calif. 
CLypE C. GREENE, JR., 
San Francisco, Calif. 

November 3-4 

Baker Hotel 
The American Society of Internal Medicine will hold 
a meeting of their Board of Trustees all day Friday, 
November 3 and Saturday morning, November 4. A 
formal regional meeting of this organization will be 
held Saturday at 2:00 p.m. Both meetings will be 
held at the Baker Hotel. 


COLLEGE OF AMERICAN PATHOLOGISTS 


South Central and Southeastern Regions 
Saturday, November 4 
Adolphus Hotel 


8:00 a.m.—Registration, Mezzanine. 


8:30 a.m.—Workshop on Professional Problems of 
the Pathologist for Senior Pathology Residents, Par- 
lor A. 


Welcome and introduction of J. L. Gorortnu, Dallas, 
Texas, Moderator, by JOHN H. Crivprrs, Dallas, Texas. 


The General Practice of Pathology. 


a. Hospital Practice in a Large Hospital. 
ANGELO Lapt, Kansas City, Mo. 
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b. Hospital and Private Practice of Pathology in a 
Smaller Community. 
ALBERT S. KOENIG, JR., Fort Smith, Ark. 


¢c. Private Group Practice in a Metropolitan Area. 
Henry C. ALLEN, Clayton, Mo. 


d. Private Office Practice of Pathology. 
Wi11iAM J. REALs, Wichita, Kan. 


12:30 p.m.—Luncheon. 
Sponsored by the College of American 
Pathologists, Adolphus Hotel, French 
Room. 


C. A. P. Activities and The College 
Placement Bureau. 

ARTHUR H. DeEARING, M.D., Executive 
Director, College of American Patholog. 
ists, Chicago, IIl. 


The General Practice of Pathology—continued. 


e. Relationships of Academic Department of Path- 
ology With the Medical Community. 

VERNIE A. STEMBRIDGE, Dallas, Texas 

f. Academic and Research Pathology: The Chal- 


lenge and the Rewards. 
CHARLEs T. AsHwortu, Dallas, Texas 


g. Opportunities in Pathology in the Federal Goy- 


ernment Services. 
Carv J. Linn, JR., Houston, Texas 


6:00 p.m.—Social Hour and Dinner. 
Sponsored by North Texas Society of 
Pathologists, Baker Hotel, Texas Room. 


8:15 p.m.—The Pathologist Communicates With 
His Public. 
Dr. HAROLD Weiss, Chairman, Depatt- 
ment of Speech and Drama, Southern 
Methodist University, Dallas, Texas. 


Sunday, November 5, 9:00 a.m. 
Adolphus Hotel, Parlor A 
Practical Aspects of Practice of Pathology. 


a. Legal Aspects of Pathology Practice. 
Car J. Linp, JR., Houston, Texas 


b. The Pathologist’s Role as a Consultant. 
Joun J. ANnpuJAR, Fort Worth, Texas 


c. The Pathologist: A Multi-faceted Physician. 
Epwarp A. GALL, Cincinnati, Ohio 





d. The Facts of Life on Professional Liability. 


GAYLE NELSON, Dallas, Texas 


e. Business Paths for Pathologists. 

Jack O. SprinG, Dallas, ‘Texas 
f. Pathology’s Stake in the Voluntary Prepaid 
Health Field. 


RosBert S. HAwTHoRNF, Dallas, Texas 


12:30 p.m.—Luncheon. 
Adolphus Hotel, Parlor G 
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Practical Aspects of Practice of Pathology— 
continued. 


g. The Pathologist and the Business Contract. 
ARTHUR J. Riccs, Dallas, Texas 


h. How to Organize a Paper for Publication. 
Epwarp A. GALL, Cincinnati, Ohio 


i. Principles of Supervision Applied to Clinical 
Laboratory. 
MERLIN L. TRUMBULL, Memphis, Tenn. 
j. Record Keeping — Fee Schedules — Professional 
Courtesy. 
WILLIAM J. REALS, Wichita, Kan. 


k. Procurement of Equipment and Supplies for Pri- 
vate Office Practice of Pathology. 
Joun J. ANDuUjAR, Fort Worth, Texas 


4:00-6:00 p.m.—Reception. 
Adolphus Hotel, Parlor G 


THE RADIOLOGICAL SOCIETY OF 
NORTH AMERICA 


Tuesday, November 7 
Dallas Memorial Auditorium 


Radiology Refresher Courses: 
Postgraduate Instruction 


Course No. 1—1:30-3:00 p.m. 


Some Fundamentals of Chest Roentgenology. 
BENJAMIN FELSON, Cincinnati, Ohio 


This course will deal primarily with principles rather than 
with specific disease entities. The material to be presented 
will be different from that of earlier refresher courses by 
the author. It will include the following: 1. The hila and 
pulmonary vasculature; 2. The pleura; and 3. The diaphragm. 


Intermission—Visit Exhibits 


Course No. 2—3:30-5:00 p.m. 


Recent Advances in Gastrointestinal Radiology. 
RICHARD H. MARSHAK, New York, N. Y. 


The course will be divided in four parts: 


Past I: Newer concepts in the interpretation of 
lesions of the gastrointestinal tract. 


Part II: Roentgen findings in the recently de- 
scribed syndromes such as the Zollinger- 
Ellison syndrome, Peutz-Jaeger’s disease, 
carcinoid syndrome, toxic dilatation of 
the colon, villous adenoma, et cetera. 

Part III: ‘Technical factors in the examination of 
the gastrointestinal tract as well as a 


discussion of the various barium prepara- 
tions. 


Part IV: Questions and answers. 
Wednesday, November 8 
Dallas Memorial Auditorium 
Course No. 3—1:30-3:00 p.m. 


Recent Advances in Gastrointestinal Radiology. 
RicHARD H. Marsuak, New York, N. Y. 


(Continued from Tuesday, Course No. 2) 


Intermission—Visit Exhibits 
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Course No. 4—3:30-5:00 p.m. 


Roentgenography of the Plain Skull. 

WILLIAM B. SEAMAN, New York, N. Y. 
A review of the fundamental principles of the interpretation 
of the skull roentgenogram with particular emphasis on the 
evaluation of the sella turcica and the differential diagnosis 
of intracranial calcifications. The problem of the differential 
diagnosis of cranial hyperostoses will be presented and the 
differentiation of fibrous dysplasia of the hyperostoses asso- 
ciated with meningiomata, discussed in detail. 


SOUTHEASTERN PROCTOLOGIC SOCIETY 
Tuesday, November 7 


Operative Clinic. Time and location to be announced. 


SOUTHERN GYNECOLOGICAL AND 
OBSTETRICAL SOCIETY 


Officers 


Joun A. WALL, Houston, Texas 
W. NORMAN THORNTON, JR., 
Charlottesville, Va. 

LAawRENCE L. HESTER, JR., 
Charleston, S. C. 


President 
President-Elect 


Secretary-Treasurer 


Sunday, November 5 


6:30-8:00 p.m.—Cocktail party, Adolphus Hotel, French 
Room. 


Monday, November 6 


9:00 a.m.-1:00 p.m.—Scientific Session, Adolphus Hotel, 
Parlor G. 


Monday, November 6 


7:00 p.m.—Cocktail party and dinner, Adolphus Hotel, 
Civic Center II. 


SCIENTIFIC EXHIBITORS 


W. P. ANTHONY, Fort Worth, Texas: Renaissance 
in Otology. 


FRANK J. AYD, Baltimore, Maryland: Recognition of 
the Depressed Patient. 


JEANNE C. BATEMAN and HARRY CARLTON, 
Washington, D. C.: The Roles of Chemotherapy in 
the Management of Breast Carcinoma. 


CHARLES E. BICKHAM and CAROLYN  ED- 
WARDS, Washington, D. C.: Demonstration of Calci- 
fied Coronary Arteries in Humans Using Image Am- 
plification Fluoroscopy. 


KARL A. BOLTEN and MICHAEL NEWTON, Uni- 
versity Medical Center, Jackson, Mississippi: Cytology 
and Colposcopy. 


DENIS CAVANAGH, ROBERT S. LITWAK, and 
JAMES H. FERGUSON, Miami, Florida: Cardiac Ar- 
rest—The Basic Steps in Management. 


CONSTANTIN COPE and HERMAN BERNHARDT, 
Veterans Administration Hospital, Memphis, Tennes- 
see: Hook Needle Biopsy of Pleura, Pericardium, 
Peritoneum and Synovium. 

ARTHUR H. DEARING, College of American Path- 


ologists, Chicago, Illinois: College of American 
Pathologists. 
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PAUL A. pt SANT’AGNESE and KENNETH 5S. 
LANDAUER, National Institutes of Health, Bethesda, 
Maryland, National Cystic Fibrosis Research Founda- 
tion, New York, New York: Cystic Fibrosis of the 
Pancreas (mucoviscidosis). 


JOHN W. DU CHEZ, Washington, D. C.: Clinical 
Evaluation of a New Central Acting Hypotensive. 


PAUL R. ELLIS, L. J. KLEINSASSER, and J. E. 
MILLER, Dallas, Texas: Angiography, as an Aid to 
the Cardiovascular Surgeon. 


JAMES H. FERGUSON and DENIS CAVANAGH, 
Miami, Florida: Eclampsia—Current Concepts in 
Management. 


L. PAUL FLORY, WILLIAM R. FAIN, J. HAROLD 
CONN, JAMES D. HARDY, and J. V. COCKRELL, 
Veterans Administration, Washington, D. C.: Shotgun 
Wounds (Veterans Administration Exhibit E-879). 


JOHN H. FOSTER, HAROLD A. COLLINS, CRAW- 
FORD ADAMS, J. KENNETH JACOBS, and JOSEPH 
H. ALLEN, Vanderbilt University Hospital, Nashville, 
Tennessee: Percutaneous Retrograde Aortography and 
Arteriography. 


NICHOLAS G. GEORGIADE, Durham, North Caro- 
lina: Maxillofacial Injuries and Their Management. 


ARNOLD H. GOULD, JAMES Q. GANT, JR., and 
MARC A. WEINER, Washington, D. C.: Griseofulvin 
in Ringworm Infections. 


ROBERT B. GREENBLATT, VIRENDRA B. MA- 
BESH, and CETIN K. AYDAR, Medical College of 
Georgia, Augusta, Georgia: Enzymatic Defects in 
Ovaries of Hirsute Women. 


RAYMOND F. GRENFELL, ARTHUR H. BRIGGS, 
and WILLIAM C, HOLLAND, Jackson, Mississippi: 
Double-Blind Evaluation of Antihypertensive Therapy. 


N. C. HIGHTOWER, R. D. HAINES, R. J. CARA- 

BASI, W. A. CROZIER, and JOHN M. EIBAND, 

Scott & White Clinic, Temple, Texas: Cystic Fibrosis 
Diagnosis and Therapy. 


N. C. HIGHTOWER, J. A. BARGEN, A. C. BRO- 
DERS, JR., R. D. HAINES, and HENRY LAUR- 
ENS, Scott & White Clinic, Temple, Texas: Con- 
tributions of a Gastrointestinal Laboratory to Clinical 
Gastroenterology. 

HERBERT E. HIPPS, Waco, Texas: 
Incipient Idiopathic Scoliosis. 

SAM. B. HUTTON, GEORGE A. BALLA, BILLIE 
ARONOFF, JOHN T. MALLAMS, and RICHARD 
E. COLLIER, Dallas, Texas: Constant Intra-Arterial 
Infusion Therapy of Malignant Disease. 

JOSEPH L. IZENSTARK, JORGEN SCHLEGEL, and 
GEORGE CUELLAR, Tulane University School of 
Medicine, New Orleans, Louisiana: Renal Scanning 
Using Stop Flow. 


Diagnosis of 


WARREN M. JACOBS, ROBERT R. FRANKLIN, 
and LARRY E. ROFFMAN, Houston, Texas: Simpli- 
fied Diagnostic Approach to Amenorrhea. 

JOSEPH B. JEROME. Committee on Cosmetics, 
American Medical Association, Chicago, Illinois: Sun- 
light and the Skin. 

CLAUDIUS P. JONES, WALTER L. THOMAS, and 
ROY T. PARKER, Duke Medical Center, Durham, 
North Carolina: Treatment of Vaginal Trichomoniasis 
with Metronidazole. 
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HERMAN I. KANTOR, DONALD SUTHERLAND, 
JACK H. KAMHOLZ, and JULIA VAN BURKLEO, 
Dallas, Texas: The Jaundice Story in Newborn In- 
fants. 


KARL JOHN KARNAKY, Houston, Texas: Tricho- 
monas, The Headache to Physicians Who Have to 
Treat It. 


RAYMOND H. KAUFMAN, JACK P. ABBOTT, and 
ROBERT R. FRANKLIN, College of Medicine, Bay- 
lor University, Houston, Texas: Cryostat Frozen Sec- 
tions for Knife-Conization of the Cervix. 


MARY JANE KIBLER, American Medical Associa- 
tion, Council on Foods and Nutrition, Chicago, Illinois: 
Know Your Vitamins—Use Them Wisely. 


MARGARET S. KLAPPER and LEO RICHARD, 
Birmingham, Alabama: Guanethidine in Hypertension. 


A.B.C. KNUDSON and F. J. SCHAFFER, Veterans 
Administration, Washington, D. C.: Rehabilitation of 
the Long-Term Chronic Patient in the VA. 


JOHN T. LECKERT and OLIVER H. DABEZIES, 
JR., New Orleans, Louisiana: Hypertension—Etiology, 
Diagnosis and Treatment. 


EUGENE G. LIPOW and O. HUGH FULCHER, 
Washington, D. C.: Traumatic Affections of the 
Cervical Spine. 


NEWTON C. McCOLLOUGH and DONALD W. 
GRIMES, Orlando, Florida, JOSEPH F. GENARO, 
University of Florida College of Medicine, Gainesville, 
Florida: An Evaluation of Extremity Loss Due to 
Venomous Snake Bite. 


GORDON McHARDY, ROBERT McHARDY, ROB- 
ERT JUDICE, SWAN WARD, and HELEN VON 
FOSSEN, New Orleans, Louisiana: Psychophysiologic 
Gastroenterology. 


S. D. McPHERSON and A. C. WEBSTER, North 
Carolina Memorial Hospital, University of North 
Carolina School of Medicine, Chapel Hill, North 
Carolina: Retinal Manifestations of Local and Sys- 
temic Diseases. 


RICHARD D. MARTIN, Houston, Texas: Uterine 
Phlebography—Roentgenograms of the Venous Out- 
flow of the Uterus. 


JAMES M. MOSS, Alexandria, Virginia, JEROME 
SHAPIRO, DE WITT E. DeLAWTER, and DONALD 
M. LYON, Washington, D. C.: Conservation of the 
Diabetic Foot. 

HARRY E. NORTHAM, Association of 
Physicians & Surgeons, Chicago, Illinois: 
of American Physicians and Surgeons, Inc. 


American 
Association 


HENRY D. OGDEN, New Orleans, Louisiana: Pain 
in the Anterior Portion of the Temples. 


VERONICA M. PENNINGTON, Jackson, Missis- 
sippi: Premenstrual Tension: Medical and _ Social 
Aspects. 


STANLEY F. ROGERS, JR., JACK G. DUFFY, and 
MORTON J. ADELS, Houston, Texas: Rational Ap- 
proach to the Management of Toxemia. 


ROBERT A. SCHIMEK and WARREN LIEBERMAN, 
New Orleans, Louisiana: Ophthalmodynamometty. 


PATRICK CHARLES SHEA, JR., Atlanta, Georgia: 
Donor Site Care with Hemostatic Dressing. 
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HARRY C. SHIRKEY and R. MARSHALL PITTS, 
Children’s Hospital, Birmingham, Alabama: Diagno- 
sis by Inspection. 


jac KSON A. SMITH and LESTER H. RUDY, Illi- 
nois State Psychiatric Institute, Chicago, Illinois: The 
Anxious Outpatient: Recognition and Treatment. 


JESSE L. STEINFIELD and JOEL SOLOMON, School 
of Medicine, University of Southern California, Los 
Angeles, California: Alkylating Agents Useful in the 
Treatment of Neoplastic Diseases: Recent Clinical 
Data on Cyclophosphamide. 


IAN M. THOMPSON, ROBERT SMITH, and LAS- 
ZLO KOVACSI, Columbia, Missouri: Cystinuria. 


I. FRANK TULLIS and MURPHY A. CHESNEY, 
Memphis, Tennessee: Management of Fatigue: A Physi- 
ologic Approach. 


FRANCIS C. USHER, Houston, Texas: Polypropy- 
lene Mesh and Suture. Two New Surgical Adjuncts. 


MANUEL VIAMONTE, JR., RAYMOND E. PARKS, 
and MANUEL SOTO, Jackson Memorial Hospital, 
Miami, Florida: Lymphography. 


HUGH E. WILSON, WILLIAM M. ASHE, ALVIS F. 
JOHNSON, KATHRYN W. WILLIS, RICHARD W. 
ERNST, and GLADYS J. FASHENA, University of 
Texas Southwestern Medical School, Dallas, Texas: 
Open Heart Correction of Congenital Heart Disease— 
Technique and Results. 


MORTON C. WILSON, Fort Smith, Arkansas: Repeat 
Injection Urography. 


TECHNICAL EXHIBITS 


Abbott Laboratories, North Chicago, Illinois. 
A. §. Aloe Company, St. Louis, Missouri............. 
American Cystoscope Makers, Inc., Manor, New York 
American Sterilizer Company, Erie, Pennsylvania . 7 
The Armour Pharmaceutical Company, Chicago, Illinois 
Astra Pharmaceutical caeenene Inc., Worcester, 

Massachusetts eee he ee ee Rie pease 
Atomium Corporation, ‘Waltham, Massachusetts 
Audio-Digest Foundation, Glendale, California . 
Baxter Laboratories, Inc., Morton Grove, Illinois. . I 
Beck-Lee Corporation, Chicago, Illinois............. 
Best Foods Division, Corn Products Sales ranean 

New York, New York.... 
Borcherdt Company, Chicago, Illinois : 
Breon Laboratories, Inc., New York, New York..... 
Bristol Laboratories, Inc., New York, New York... 
The Burdick Corporation, Milton, Wisconsin........... 
Burroughs Wellcome & Company, Inc., Tuckahoe, 

New York / . 
Cameron Surgical Instruments | Company, Chicago, 

Illinois < 
Carnation Company, Los" Angeles, California 
Chattanooga Pharmacal Company, Inc., 

Chattanooga, Tennessee x ‘ eas 
Chemico Laboratories, Inc., Miami, Florida. . 
Chicago Pharmacal Company, Chicago, Illinois. . 
Coca-Cola Company, Atlanta, Georgia.................. 
The Columbus Pharmacal Company, Columbus, Ohio J 
Coreco Research Corporation, New York, New York. N 
Cranford X-Ray Company, Houston, Texas Oo 
Davies, Rose & Company, Ltd., Boston, Massachusetts. 
F. A. Davis Company, Philadelphia, Pennsylvania ‘ 
Desitin Chemical Company, Providence, Rhode Island.. D 
The Devereux Foundation, Devon, Pennsylvania _-_ 
Doak Pharmacal Company, Inc., New York, New York. a 
The Doho Chemical Corporation, New York, New York.. I 
Dome Chemicals, Inc., New York, New York ci . 
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Dorsey Laboratories, Lincoln, Nebraska 
Duke Laboratories, Inc., South Norwalk, Connecticut. 
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Eaton Laboratories, Norwich, New York J il 
Thomas A. Edison Industries, West Orange, New Jersey F 2 
Edward Dalton Company, Evansville, Indiana... . Liss 
J. H. Emerson Company, Cambridge, Massachusetts F l 
The Emko Company, St. Louis, Missouri A 13 
Encyclopedia Americana, Grand Rapids, Michigan C 12 
Encyclopedia Britannica, Dallas, Texas : G 21 
Fesler Company, Inc., Stamford, Connecticut E 1 
Fines Texas Pharmaceuticals, Inc., Dallas, Texas } 2 
E. Fougera & Company, Inc., Hicksville L. I., New York. N 4 
Geigy Pharmaceuticals, Yonkers, New York 16&8 
General Foods Corporation, White Plains, New York M 4 
Gerber Products Company, Fremont, Michigan D8 
H. J. Heinz Company, Pittsburgh, Pennsylvania , .M7 
Holland-Rantos Company, Inc., New York, New York oO 1 
Johnson & Johnson, New Brunswick, New Jersey H 9&11 
Knoll Pharmaceutical Company, Orange, New Jersey LZ 
Lea & Febiger, Philadelphia, Pennsylvania E 17 
Lederle Laboratories Division, American Cyanamid 

Company, Pearl River, New York N 1 
Eli Lilly & Company, Indianapolis, Indiana M 1&2 
Loma Linda Food Company, Arlington, California Cc 10 
J. A. Majors Company, Dallas, Texas A 12&14 
Maltbie Laboratories Division, Wallace & Tiernan, Inc., 

Belleville, New Jersey : Bl 
Marion Laboratories, Inc., Kansas City, Missouri J5 
McNeil Laboratories, Inc., Philadelphia, Pennsylvania E 9 
Mead Johnson & Company, Evansville, Indiana 1 17 
Medco Products Company, Tulsa, Oklahoma E 16 
Medical Plastics Laboratory, Inc., Gatesville, Texas C 4 
Merck Sharp & Dohme, Division of Merck & Company, 

Inc., West Point, Pennsylvania. .... At, 2, 8, 4, 5.6 
The Wm. S. Merrell Company, Cincinnati 15, Ohio 118 
Metro-Med, Inc., Houston, Texas : : 5 3 
Midwest Imports, Physical Medicine Division, 

Hindale, Illinois . Cc 19 


The National Cash Register Company, 
Dayton, Ohio Center Circle 
The National Drug Company, Philadelphia. Pennsylvania G ¥ 


National Live Stock & Meat Board, Chicago Illinois D 3 
Nordson Pharmaceutical Laboratories, Inc., 

New York, New York C 18 
Organon, Inc., West Orange, New Jersey M 6 
Parke, Davis & Company, Detroit, Michigan Cc 
Pepsi Cola Company, New York, New York.... ita 


Pfizer Laboratories, Brooklyn, New York 
Pharmacia Laboratories, Inc., Rochester, Minnesota 
Plough, Inc., Memphis, Tennessee 
Plough Laboratories, Memphis, Tennessee . 
Wm. P. Poythress & Company, Inc., Richmond, Virginia O 
The Proctor & Gamble Company, New York, New York J6&8 
The Purdue Frederick Company, New York, New York 7. 2 
The Rhinopto Company, Dallas, Texas ¥ , 
Riker Laboratories, Inc., Northridge, California. ‘3 
Ritter Company, Inc., Rochester, New York D 12 
A. H. Robins Company, Inc., Richmond, Virginia... H ey 6, 
8,10,& 12 
Roche Laboratories Division, Hoffmann-La Roche, Inc., 


OMAZ 
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Nutley, New Jersey ‘ G2 
William H. Rorer, Inc., Philadelphia, Pennsylvania J 9 
Helena Rubinstein, Inc., New York, New York.. G er 
Sandoz Pharmaceuticals, Hanover, New Jersey : 10 
Schering Corporation, Union, New Jersey ; e 3 
Schieffelin & Company, New York, New York N 2 
Julius Schmid, Inc., New York, New York. . . Ald 
G. D. Searle & Company, Chicago, Illinois K 13 


Smith Kline & French Laboratories, 


Philadelphia, Pennsylvania , O 2 
Smith, Miller & Patch, Inc., New Brunswick, New Jersey A 11 
E. R. Squibb & Sons, New York, New York K 12&14 
Standard Brands Incorporated, New York, New York Cc 9 
The Stuart Company, Pasadena, California I 14 
Syntex Laboratories, New York, New York D7 
Texas Pharmacal Company, San Antonio, Texas N 3 
Theratron Corporation, St. Paul, Minnesota j4 
M. R. Thompson, New York, New York E 13 
Tru-Eze Manufacturing Company, Inc., Burbank, 

I 5 55 /0:5'0 4 36 weeas-b aes 0% E 
The Upjohn Company, Kalamazoo, Michigan I 10&12 
U. S. Vitamin & Pharmaceutical Corporation, 

New York, New York . H 5 
The Vaponefrin Company, New York, New York M 9 
Wallace Laboratories, Cranbury, New Jersey...... M 10& 12 
Wampole Laboratories, Stamford, Connecticut a | 
The Warren-Teed Products Company, Columbus, Ohio. E 18 
Westwood Pharmaceuticals, Buffalo, New York. . I 13&15 
White Laboratories, Inc., Kenilworth, New Jersey E 15 
Winthrop Laboratories, New York, New York G 24 
Wyeth Laboratories, Philadelphia, Pennsylvania D1&2 
F. E. Young & Company, Chicago, Illinois E 5 
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THIRTY-SEVENTH ANNUAL MEETING 
November 6-9, 1961 
Statler-Hilton Hotel, Dallas, Texas 


REGISTRATION 
Sunday 1:00 p.m.-4:00 p.m 
Monday 9:00 a.m.-4:00 p.m 
Tuesday 9:00 a.m.-4:00 p.m 
Wednesday 9:00 a.m.-4:00 p.m 


Statler-Hilton Hotel, Mezzanine 


SOUTHERN HOSPITALITY SUITE 


The Southern Hospitality Suite, Statler-Hilton Hotel, 
Rooms 422-430, will be open during registration hours, 
Monday, Tuesday and Wednesday for the convenience 
of members and guests. Refreshments will be served. 


EXHIBITS 


County and State Doctors’ Day exhibits and scrap- 
books will be displayed in the Southern Hospitality 
Suite on Monday, Tuesday and Wednesday. 


TICKETS 


Tickets for the following events will be sold at the 
Registration Desks. Tickets for the Doctors’ Day 
Awards Luncheon must be purchased by 3:00 p.m. 
on Tuesday, November 7. 
Sunday, 7:00 p.m.—Past 

Dallas Country Club 
Monday, 8:30 a.m.—Preconvention Board Meet- 

ing Breakfast, Statler-Hilton Hotel, Silver 

Room } $3.00 
Monday, 12:00 noon—Luncheon at Chaparral 

Club, 36th Floor, Southland Center, followed 

by a tour of Southland Center ' . $4.50 
Tuesday, 9:15 a.m.—"Six Flags Over Texas,” (on 

the Dallas-Fort Worth Turnpike). Return bus 

to hotel leaves at 1:00 p.m. $4.00 
Tuesday, 12:30 p.m.—Southern Medical Associa- 

tion President’s Luncheon, Adolphus Hotel, 

Ballroom. Auxiliary members invited to at- 

tend. Tickets on sale at the Southern Medical 

Association Registration Desks in the Dallas 

Memorial Auditorium : ... $3.75 
Tuesday, 3:15 p.m.—Tea and Fashion Show, 

Titche-Goettinger Department Store, Tea 

Room, Second Floor Complimentary 
Wednesday, 8:00 a.m.—Postconvention Board 

Meeting Breakfast, Statler-Hilton Hotel, Silver 


Presidents’ Dinner, 


Room . oh SEER eae Cea ere REN $3.00 
Wednesday, 12:00 noon—Doctors’ Day Awards 
Luncheon, Statler-Hilton Hotel, Grand Ball- 
ee eae, a $4.50 
Wednesday, 2:15 p.m.—Bus Tour of residential 
section, Dallas Theatre Center, Southern 
Methodist University, ‘Texas State Fair 


Grounds, including Dallas Health and Science 
Museum, and Tea at Dallas Garden Center $3.50 
Wednesday, 7:30 p.m.—Southern Medical As- 
sociation Annual President’s Night—Dinner- 
Dance, Sheraton-Dallas Hotel, Ballroom. 
Tickets available at the Southern Medical As- 
sociation Registration Desks, Dallas Memorial 
Auditorium Ay? a 7.50 


Monday, November 6 
8:30 a.m. 


PRECONVENTION MEETING OF 
EXECUTIVE BOARD 
(Breakfast) 


Statler-Hilton Hotel, Silver Room 


Presiding 
Mrs. Kalford W. Howard, President, Portsmouth, Va. 
Invocation—Mrs. Oscar M. Marchman, Sr., Dallas, 
Texas (Third President, Woman’s Auiliary 
to the Southern Medical Association, 1927) 
Greetings—Mr. C. P. Loranz, Advisor and Special Con- 
sultant, Southern Medical Association, Bir- 
mingham, Ala. 
Mr. Robert F. Butts, Executive Secretary 
and Treasurer, Southern Medical Associa- 
tion, Birmingham, Ala. 
Dr. George D. Wilson, Chairman, Southern 
Medical Association Advisory Council, 
Asheville, N. C. 
Welcome—Mrs. Ramsay H. Moore, Councilor from 
Texas, Dallas, Texas 
Roll Call—Mrs. E. R. Guidry, Recording Secretary, 
New Orleans, La. 
Reading of Minutes of 1960 Postconvention Executive 
Board Meeting—Mrs. E. R. Guidry 
Introduction of Meeting Chairman and Co-Chairman— 
Mrs. Glenn D. Carlson and Mrs. Charles D. 
Bussey, Dallas, Texas. 
Recognition of State Councilors and Special Guests 
Reports of Officers 
Reports of Committee Chairmen 
Unfinished Business 
New Business 
Announcements 
Adjournment 


12:00 noon 
Luncheon at Chaparral Club, 36th Floor, Southland 


Center, followed by tour of the Southland Center, 
including Observation Deck. 
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Tuesday, November 7 
9:00 a.m. 


GENERAL SESSION, THIRTY-SEVENTH ANNUAL 
MEETING, WOMAN’‘S AUXILIARY TO THE 
SOUTHERN MEDICAL ASSOCIATION. 


Statler-Hilton Hotel, Junior Ballroom 


Presiding 
Mrs. Kalford W. Howard, President, Portsmouth, Va. 
Invocation—Mrs. E. H. Cary, First President, Woman’s 
Auxiliary to Southern Medical Association, 
in 1925, Dallas, Texas 
Greetings—Dr. Lee F. Turlington, President, Southern 
Medical Association, Birmingham, Ala. 
Dr. Harvey Renger, President, Texas State 
Medical Association, Hallettsville, Texas 
Dr. Charles Max Cole, General Chairman 
on Arrangements, Dallas, Texas 
Welcome—Mrs. Garland G. Zedler, President, Woman’s 
Auxiliary to the Texas State Medical 
Association, Austin, Texas 
Mrs. Ramsay H. Moore, Councilor, Dallas, 
Texas 
Mrs. Glenn D. Carlson, President, Woman's 
Auxiliary to the Dallas County Medical 
Society, Dallas, Texas 
Response—Mrs. William F. Grigg, Jr., President, Wom- 
an’s Auxiliary to the Medical Society of 
Virginia, Richmond 
Presentation of President-Elect—Mrs. Roy A. Douglass, 
Huntingdon, Tenn. 
Greetings—Mrs. Harlan English, President, Woman’s 
Auxiliary to the American Medical As- 
sociation, Danville, Ill. 
Roll Call and Recognition of Officers, Chairmen, 
Councilors and Past Presidents—Mrs. E. R. Guidry, 
Recording Secretary, 
New Orleans, La. 
Recognition of State Presidents, Presidents-Elect, and 
Guests 
Minutes of 1960 Meeting—Mrs. E. R. Guidry, Record- 
ing Secretary 
Meeting Announcements—Mrs. Glenn D. Carlson and 
Mrs. Charles D. Bussey, Dal- 
las, Texas 
Meeting Rules of Order—Mrs. Maynard R. Emlaw, 
Parliamentarian, Richmond, 
Va. 
Announcement of Meeting Committees and Pages— 
Mrs. Kalford W. Howard, President 
Approval of Meeting Program 
Memorial Services—Mrs. Jordan Kelling, Memorial 
Chairman, Waverly, Mo. 


REPORTS OF OFFICERS 


President—Mrs. Kalford W. Howard, Portsmouth, Va. 


President-Elect—Mrs. Roy A. Douglass, Huntingdon, 
Tenn. 


Recording Secretary—Mrs. E. R. Guidry, New 
Orleans, La. 


Corresponding Secretary—Mrs. T. Elmore Jones, 
Portsmouth, Va. 


Treasurer—Mrs. Henry E. Steadman, Hapeville, Ga. 
Historian—Mrs. Ross P. Daniel, Beckley, W. Va. 


Parliamentarian—Mrs. Maynard R. Emlaw, Richmond, 
Va. 
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REPORTS OF STATE COUNCILORS BY REGIONS 


Mrs. Elias Margo, First Vice-President, Chairman 
First Region—Mrs. Perry D. Melvin, Third Vice-Presi- 
dent, Miami, Fla., Moderator 
Alabama—Mrs. George W. Newburn, Jr., Mobile 
Florida—Mrs. S. J. Wilson, Fort Lauderdale 
Georgia—Mrs. Louie H. Griffin, Claxton 
North Carolina—Mrs. Donnie M. Royal, Salemburg 
South Carolina—Mrs. George C. Smith, Florence 
Tennessee—Mrs. William A. Garrott, Cleveland 
Second Region—Mrs. Richard E. Dunkley, Second 
Vice-President, Washington, D. C., Moderator 
District of Columbia—Mrs. James E. Wissler, Wash- 
ington, D. C. 
Kentucky—Mrs. Charles B. Johnson, Russell 
Maryland—Mrs. Charles H. Williams, Pikesville 
Missouri—Mrs. C. Alex McBurney, Slater 
Virginia—Mrs. James M. Moss, Alexandria 
West Virginia—Mrs. J. C. Huffman, Buckhannon 
Third Region—Mrs. Elias Margo, First Vice-President, 
Oklahoma City, Okla., Moderator 
Arkansas—Mrs. Robert Atkinson, Hot Springs 
Louisiana—Mrs. Edward M. Harrell, Lafayette 
Mississippi—Mrs. Stanley A. Hill, Corinth 
Oklahoma—Mrs. Virgil Ray Forester, Oklahoma City 
Texas—Mrs. Ramsay H. Moore, Dallas 


REPORTS OF COMMITTEE CHAIRMEN 
Auditing—Mrs. Charles T. Shepherd, Clayton, Mo. 
Auxiliary Room—Mrs. William Noble, Fort Payne, Ala. 
Budget—Mrs. C. Grenes Cole, New Orleans, La. 


Custodian of Records—Mrs. W. W. Potter, Knoxville, 
Tenn. 


Doctors’ Day—Mrs. Oscar W. Robinson, Paris, Texas 
Membership—Mrs. Elias Margo, Oklahoma City, Okla. 
Memorial—Mrs. Jordan Kelling, Waverly, Mo. 


Program and Meeting—Mrs. Glenn D. Carlson, Chair- 
man; Mrs. Charles D. Bussey, Co-Chairman, Dal- 
las, Texas 


Publicity—Mrs. Joseph M. Hitch, Raleigh, N. C. 


Research and Romance of Medicine—Mrs. Paul Gray, 
Batesville, Ark. 


Resolutions—Mrs. James T. Thompson, Moss Point, 
Miss. 


Revisions—Mrs. Robert F. Monroe, Louisville, Ky. 


SPECIAL REPORTS 
Courtesy Resolutions 
Registration 
Handbook—Mrs. John M. Chenault, Decatur, Ala. 
Executive Board 
Presentation of Cup—Mrs. George W. Ware, Silver 


Spring, Md., in honor of her grandfather, Dr. Guy 
Smith Kirby. 


Acceptance of Cup—Mrs. Oscar W. Robinson, Doctors’ 
Day Chairman, Paris, Texas 


Unfinished Business 


New Business 
Election of Nominating Committee for 1962 
Report of Nominating Committee for 1961—Mrs. 
John M. Chenault, Chairman, Decatur, Ala. 
Election of Officers 
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Installation of Officers—Mrs. George W. Owen, Past 
President, Jackson, Miss. 

Presentation of Past President’s Pin—Mrs. John M. 
Chenault, Past President, Decatur, Ala. 

Presentation of President’s Pin and Gavel—Mrs. Kal 
ford W. Howard 

Inaugural Remarks—Mrs. Roy A. Douglass 

Announcements 


Adjournment 


12:30 p.m. 


Southern Medical Association President’s Luncheon, 
Adolphus Hotel, Ballroom. Auxiliary members invited 
to attend. Tickets on sale at Southern Medical Asso- 
ciation Registration Desks, Dallas Memorial Audi- 
torium. 


3:15 p.m. 


Tea and Fashion Show. Titche-Goettinger Depart- 
ment Store, Tea Room, Second Floor. Complimentary. 


Wednesday, November 8 


8:00 a.m. 


POST CONVENTION MEETING OF 
EXECUTIVE BOARD 


(Breakfast) 
Statler-Hilton Hotel, Silver Room 


Presiding—Mrs. Roy A. Douglass, President, Hunting- 
don, Tenn. 





NOTICE 


Members and guests of the Woman’s Auxiliary 
are cordially invited and urged to attend the 
Symposium on Medicoeconomics, Wednesday, 
November 8, 2:00 p.m., Dallas Memorial Audi- 
torium. 
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12:00 noon 
DOCTORS’ DAY AWARDS LUNCHEON 
Statler-Hilton Hotel, Grand Ballroom 
“SALUTE TO SOUTHERN” 
Presiding—Mrs. Kalford W. Howard, Retiring Presi- 
dent 
Chairman of Doctors’ Day—Mrs. Oscar W. Robinson, 
Paris, Texas 
Invocation—Mrs. Walker L. Curtis, Past President, 
College Park, Ga. 
Presentation of Doctors’ Day Chairman—Mrs. Kalford 
W. Howard 
Recognition of Distinguished Guests—Mrs. Oscar W. 
Robinson 
Entertainment—Mrs. Sam A. Alexander, Dallas, Texas 
Music—Louise Mackay Boynton, Dallas, Texas 
Address—Dr. Emmett B. Carmichael, Head of the Bio- 
chemistry Department, Medical College of 
Alabama, Birmingham 
Presentation of Doctors’ Day Awards—Mrs. Oscar W. 
Robinson 
Announcements 
Adjournment—Mrs. Kalford W. Howard 


2:30 p.m. 


Bus Tour of residential section, Southern Methodist 
University, Dallas Theater Center, Texas State Fair 
Grounds, with stops at Hall of State, Dallas Health 
and Science Museum, and Tea at Dallas Garden 
Center. 

7:30 p.m. 


Southern Medical Association Annual President’s 
Night—Dinner-Dance, Sheraton-Dallas Hotel, Ball- 
room. Tickets available at Southern Medical Associa- 
tion Registration Desks, Dallas Memorial Auditorium. 





NOTICE 


Members and guests of the Woman’s Auxiliary 
are cordially invited and urged to attend the 
Symposium: When Disaster Strikes!, Thursday, 
November 9, 8:15 a.m., Dallas Memorial Au- 
ditorium. 
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PROLONGED-ACTING TABLETS—30 mg. 
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PRO-BANTHINE®, the leading anticholinergic, is now available in a distinctive 
prolonged-acting dosage form. 

The prolonged action of new PRO-BANTHINE P.A. is regulated by simple phys- 
ical solubility. Each PRO-BANTHINE P.A. tablet releases about half of its 30 mg. 
promptly to establish the usual therapeutic dosage level. The remainder is 
released at a rate designed to compensate for the metabolic inactivation of 
earlier increments. 

This regulated therapeutic continuity maintains the dependable anticho- 
linergic activity of PRO-BANTHINE all day and all night with only two tablets 
daily in most patients. 

New PRO-BANTHINE P.A. will be of particular benefit in controlling acid 
secretion, pain and discomfort both day and night in ulcer patients and in 
inhibiting excess acidity and motility in patients with peptic ulcer, gastritis, 
pylorospasm, biliary dyskinesia and functional gastrointestinal disorders. 
Suggested Adult Dosage: One tablet at bedtime and one in the morning, 
supplemented, if mecessary, by additional tablets of PRO-BANTHINE P.A. or 
standard PRO-BANTHINE to meet individual requirements. 








6.v. SEARLE «co. 


CHICAGO 80, ILLINOIS 
Research in the Service of Medicine 
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ULCHRATIVE CotitTis 


DIAGNOSIS®@ 


TREATMENT & 


Ulcerative Colitis is a difficult and distressing disease to treat. How- 
ever, the outlook for the patient with chronic ulcerative colitis has 
been greatly improved since the introduction of the newer sulfon- 
amides, such as Azulfidine, steroids, and antibiotics. 


Important clinical symptoms include recurrent bloody diar- 
rhea, rectal tenseness, abdominal cramps, anorexia, weight 
loss, dehydration and occasional fever. Hemoglobin is otter 
below normal, and E.S.R. elevated. Alterations of the rectal 
mucosa may be apparent upon examinatjon. 

i arly diagnosis MNCcreases the possibility ot suce essful medi al 
treatment. Proctosigmoidoscopy and roentgen examigatio1 


are essential for ma a definite diagnosis. 


Azulfidine is the most widely accepted sulfonamide for the 
treatment of ulcerative colitis. Administration of Azulfidine 
produces rapid regression of the ulcerative and inflammatory 
lesions of the bowel. Remission or considerable improvement 
has occurred in 70 to 80 per cent of the patients treated. 
Azulfidine is safe for long term administration because its 
toxicity is extremely low and drug reactions are rare. 


501 FIFTH AVENUE, NEW YORK, 17., N.Y. 








the high-potency multivitamin from Robins 





olde) aalol alo mtomsalom elgelicl-t-i(elalelalh Ame Ver-lelot> 


The responsibility for vitamin therapy should be as exclusively associated with the 
physician as is the tag on his car bumper. This is why Adabee is promoted to the 
eolos Col ato) a] hy Wm (eyed ore] B forthright formula of A, B, C, and D in therapeutic amounts, 
Adabee is never publicly advertised or displayed. It’s intended only for situations that 
require a doctor in the driver’s seat. Each yellow, capsule-shaped tablet contains: 
Vitamin A, 25,000 USP units; Vitamin D, 1,000 USP units; Thiamine mononitrate (B,), 
13 mg.; Riboflavin (B,), 10 mg.; Pyridoxine HCI (B.), 5 mg.; Nicotinamide, < 
90 mg.* Calcium pantothenate, 10 mg.; and Ascorbic .acid, 250 mg. Next S& 
time, prescribe new Adabee. For minerals to go with it,-make it Adabee"-M. 


tim inte) ollal-a @relaal of-la val alone ilelalaatelale MAV-© 


















UNDER YOUR 
SUPERVISION 


bedrin 
and the 


60-10-70 menu plan 
can help patients 
bring weight down 
and as your 
judgment dictates... 
keep weight down! 


bs logical Obedrin formula helps bring weight down by helping control The 60-10-70 Menu Plan helps cor- 











bnormal food cravings: rect unhealthy eating habits without 


b Semoxydrine HCI (Methamphetamine) . . . 5 mg.—proved anorexigenic calorie counting—assures balanced 
and mood-lifting effects food intake. 


} Pentobarbital ... 20 mg.—guards against excitation 

Ascorbic Acid .. . 100 mg.—aid for mobilization of tissue fluids 

Thiamine Mononitrate . . . 0.5 mg. ( effective 

Riboflavin... 1 mg. 2 diet Supplied: Tablets and Capsules— 
Nicotinic Acid (Niacin)... 5 mg. ] supplementation bottles of 100, 500 and 1000. 


WRITE FOR 60-10-70 MENU PLANS, WEIGHT CHARTS AND SAMPLES OF OBEDRIN. 
THE s.c£. MaSSENGILL COMPANY 


Bristol, Tennessee + New York «+ Kansas City « San Francisco 
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MEDICAL NEWS 


Continued from page 1137 


S. Hall, Vicksburg, President-Elect; Dr. Edley H. Jones, 
Vicksburg, Secretary-Treasurer; Dr. Stirling McNair, 
Jackson, and Dr. Earl Green, Hattiesburg, Councilors. 
Dr. Jones has also been elected a Fellow in the Ameri- 
can Laryngological Association. 


MISSOURI 


Dr. James L. O’Leary, St. Louis, is President of the 
American Neurological Association. 

Two members of the medical staff at the University 
of Missouri Medical Center have been named to new 
positions. Dr. Kenneth K. Keown, Professor and Chief 
of the Section of Anesthesiology, has been elected 
Secretary of the Section of Anesthesiology of the 
American Medical Association. Dr. lan M. Thompson, 
Professor of Urology, has been appointed as the South 
Central Section representative to the Research Com- 
mittee of the American Urological Association. 

The Boonville Lions Club has unanimously elected 
Dr. Byron M. Stuart, Boonville, as President. 

Dr. George Kister, St. Charles, was reappointed city 
physician for the City of St. Charles recently. 

The St. Louis Clinical Diabetes Clinical Society has 
elected Dr. Sidney Goldenberg, St. Louis, as President. 

The Kansas City Tufts Club has chosen Dr. Louis 
Porter, Kansas City, as President. 

Two local medical societies in Missouri have new 
members: Boone County, Drs. Eugene C. Capps, Don- 
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ald O. Cochran, Frank R. Dexheimer, and George 
W. Eggers, all of Columbia; and St. Louis, Drs. Gerald 
L. Behrens, William S. Costen, and Kenneth H. Huey, 
all of St. Louis; Dr. LeRoy L. Fink, Edwardsville, 
Illinois; and Dr. Felix F. Jabczenski, Ft. Huachuca, 
Arizona. 


NORTH CAROLINA 


Dr. H. Stuart Willis, Superintendent of the North 
Carolina Sanatorium System in Chapel Hill, and 
Clinical Professor of Medicine at the University of 
North Carolina, has assumed the office of President 
of the National Tuberculosis Association. 

New members of the faculty of the University of 
North Carolina School of Medicine are Drs. Claude 
McClure, Jr., and Everett Hoyle Schultz. 

Sixteen faculty members of the University of North 
Carolina School of Medicine recently received promo- 
tions. Promoted to full Professor were: Dr. Charles 
E. Flowers, Professor of Obstetrics and Gynecology; 
Dr. Charles D. Van Cleave, Professor of Anatomy; Dr. 
Colin G. Thomas, Professor of Surgery; and Dr. Carl W. 
Gottschalk, Professor of Medicine and Physiology. Ap- 
pointed to the rank of Associate Professor were: Dr. 
Walter Hollander, Jr., Associate Professor of Medicine 
and Director of the Clinical Research Unit; Dr. 
Thomas F. Williams, Associate Professor of Medicine 
and Preventive Medicine; Dr. John H. Schwab, Asso- 
ciate Professor of Bacteriology; and Dr. Robert H. Wag- 
ner, Associate Professor of Pathology in Pathological 
Chemistry and Biochemistry. Promoted to Assistant Pro- 


Continued on page 54 
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Now moist heat can be 
applied conveniently, ef- 3 
fectively and with a min- 


~ U.S. Pat. No. 
2,710,008 





imum investment in equipment. No dripping, 
no wringing, no repeated applications. Each 
application gives at least 30 minutes effective 
moist heat. The Steam Pack is merely heated 
in water, wrapped in a towel, and applied. 
Standard equipment in leading hospitals and 
clinics across the nation. 
Visit Booth E-2 
Originated and Manufactured by 
CHATTANOOGA PHARMACAL CO., INC. 
CHATTANOOGA 5, TENNESSEE 











$S-2 


Console Model Console Model 


MASTER UNITS: Five stainless steel models for 
various requirements in hospitals, clinics, physi- 
cians’ offices, and patients’ homes. Automatically 
maintain Steam Packs in water at proper temper- 
ature—always ready for use. No plumbing usea. 
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FOR PROVEN EFFIGACY IN 
INFECTIOUS DIARRHEAS 


@ KAPSEALS 





Humatin 


(paromomycin, Parke-Davis) 


AWEUTOLERATED ANTIBIOTIC ANESICHOE 


HUMATIN possesses high antibacterial and antiamebic activities, coupled with a low order of oral 
toxicity.! Because it is effective against many gram-negative pathogens, HUMATIN has proved valuable 
in the treatment of infectious diarrheas and other enteric infections, most of which are caused by bacilli 
of the gram-negative group.* > Characteristic of the favorable response to HUMATIN is a prompt reduc- 
tion in the number of F stools per day, a decrease in fever, and rapid alleviation of other symptoms of 
infection.2-5 HUMATIN is also useful in all phases of intestinal amebiasis,'*!* and has shown promise 
of being useful in the preoperative suppression of intestinal flora,> and in the adjunctive management 
of hepatic coma.!#-!5 

HUMATIN is not appreciably absorbed from the gastrointestinal tract and is, therefore, not effective 
against systemic infections, Systemic toxicity has not been a problem. See medical brochure for details 
of administration, precautions, and dosage. 


SUPPLIED: HumMatin (paromomycin, Parke-Davis) is available as the sulfate in Kapseals,® each containing 
the equivalent of 250 mg. of base, in bottles of 16. 


REFERENCES: (1) Coffey, G. L., et al.: Antibiotics & Chemother. 9:730, 1959, (2) Courtney, K. O.; Thompson, P. E.; 
Hodg ower R., & Fitzsimmons, J. R.: Antibioric {nnual 7:304, 1959-1960. (3) Godenne, G. D.: ibid., 310. (4) McMath, 
W. F .. & Hussain, K. K.: Pub. Health 73:328, 1959. (5) Personal Communications to Department of Clinical Investigation, 
ke wed s& Co , 1959. (6) Shafei, A. Z.: Antibiotic Med. & Clin. Therapy 6:275, 1959. (7) Lopez Elias, F, & Oliver- 
Gonzalez, J.: Anti ic 1. & Clin. Therapy 6:584, 1959. (8) Carter, C. H.: Antibiotic Med. & Clin. Therapy 6:586, 1959. 
9) Thompson, P. E., er al.: Antibiotics & Chemother. 9:618, 1959. (10) Dooner, H. P.: Antibiotic Med. & Clin. Therapy 7:486, 
60. (11) Coles, H. M. T., et al.: Lancet 1:944, 1960. (12) Moffett, H. F, & Toh, S. H.: 
{ntibiotic Med. & Clin. Therapy 7:569, 1960. (13) Fast, B. B.; Wolfe,S.J.;Stormont,J.M., | 
& Davidson, C. S.: Arch. Int. Med. 101:467, 1958, (14) Mackie, J. E.; Stormont, J. M. >| PARKE-DAVIS 
Hollister, R. M., & Davidson, C. S.: New England J. Med. 259:1151, 1958. (15) Stor- ~ 
mont, J. M.; Mackie, J. E., & Davidson, C. S.: New England J. Med. 259:1145, 1958. PARKE, DAVIS & COMPANY, Detroit 32, Michigan 
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Clinically Proven 


in more than 750 published clinical studies 
and over six years of clinical use 


Outstandingly Safe 
and Effective 


for the tense and 
nervous patient 


| simple dosage schedule relieves anxiety 
dependably — without altering 
sexual function 
CQ) does not produce ataxia 
eal 


3 no cumulative effects in long-term therapy 
n 


| does not produce Parkinson-like symptoms, 
liver damage or agranulocytosis 


~ does not muddle the mind or affect 
normal behavior 





Usual dosage: One or two 400 m 
Supplied: 400 mg 


5 g. scored tablets, 200 
tablets; bottles of 50. Also as MEPROTABSE- 400 mg 
nmarked, coated tab og and in sus 
capsules as MEPROS PAN 0 an nd M EPROSPAN 
(containing respectively 400 mg ‘and 20 b 


W nh 


WA WALLACE LABORATORIES / Cranbury, N. J. 
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ptoms, 
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limits the blood pressure swing 


Rautrax-N lowers high blood pressure gently, gradually ... protects 
against sharp fluctuations in the normal pressure swing. 


Rautrax-N offers all the advantages of Raudixin, 
Naturetin and potassium chloride in a single dosage 
form plus: increased efficacy — Combined action of 
Raudixin and Naturetin results in a potentiated anti- 
hypertensive effect greater than that produced by either 
drug alone. increased safety — Potentiated action per- 
mits lower dose of other antihypertensive agents, thus 
reducing severity of side effects. Protection against pos- 
sible potassium depletion. flexibility — Interchangeable 


with either Raudixin or Naturetin ¢ K. economy — Main- 
tenance dosage of only 1 or 2 tablets daily for most pa- 
tients. convenience — Once-a-day maintenance dosage. 
Two potencies available. 


Supply: Rautrazx-N — capsule-shaped tablets providing 50 
mg. Raudixin, 4 mg. Naturetin and 400 mg. potassium 
chloride. Rautrax-N Modified — capsule-shaped tablets pro- 
viding 50 mg. Raudixin, 2 mg. Naturetin and 400 mg. 
potassium chloride. 


e}] Rautrax-N’ = _.,.t¢ 


— Standardized hu oy! Root Senna go sg eras ey 
wit! 





— the Priceless Ingredient 


*navouun’®, ‘rautTRan’® ano ‘NATURCTIN’® ARE SQUIBB TRACEMARAS. 
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Continued from page 50 


fessorships were: Dr. John C. Herion, Assistant Profes. 
sor of Medicine; Dr. William G. Wysor, Assistant Pro. 
fessor of Medicine; Dr. Thomas C. Gibson, Assistant 
Professor of Medicine; Dr. Dan A. Martin, Assistant 
Professor of Medicine and Preventive Medicine; Dr. 
Cornelius Lansing, Assistant Professor of Psychiatry; 
Dr. Aubrey G. Tolley, Assistant Professor of Psychiatry; 
Dr. Robert L. Timmons, Assistant Professor of Sur- 
gery; and Dr. John L. Simmons, Assistant Professor of 
Surgery. 


OKLAHOMA 


Two new faculty appointments at the University 
of Oklahoma School of Medicine are: Dr. Gaylor 
Shearer Knox, Assistant Professor of Radiology; and 
Dr. Robert W. Geyer, Instructor in Radiology. 

Dr. John F. Burton, Oklahoma City, has been elected 
Chairman of the American Medical Association's 
Council on Medical Service. 

Recently appointed County Superintendents of 
Health are: Dr. Jerry E. King, Holdenville, Hughes 
County; Dr. Joseph S. Raff, Madill, Marshall County; 
Dr. David M. Eggenberg, Jr., Davis, Murray County; 
Dr. Robert N. Honea, Muskogee, Muskogee County; 
Dr. Richard A. Conley, Watonga, Blaine County; Dr. 
Ray E. Spence, Pauls Valley, Garvin County; Dr. C. W. 
Arrendell, Ponca City, Kay County; and Dr. R. H. 
Mayberry, Wewoka, who will be District Superintend- 
ent of Health of Seminole and Haskell Counties. 

New staff members of several clinics in Oklahoma 
are: Dr. Billy Dale Dotter, Okeene, Okeene Clinic; Dr. 
Merle D. Carter, Waynoka, Waynoka Clinic; and Dr. 
Conrad Markert, Anadarko, Anadarko Clinic. 


SOUTH CAROLINA 


Four physicians have recently been licensed to 
practice in South Carolina. They are: Dr. Stanley A. J. 
Mueller, Jr., Greenville; Dr. Blanchard C. Phillips, 
Jr., Williams; Dr. George P. Potekhen, currently of 
Plainfield, New Jersey; and Dr. Everett A. Woodworth, 
currently of Buffalo, New York. 

Dr. Richard W. Hanckel, Chairman of the Depart- 
ment of Otolaryngology of the South Carolina Medical 
College, is now full-time Professor of Otolaryngology 
there. 

York County Hospital's Board of Trustees now in- 
cludes two doctors: Drs. Roderick Macdonald and 
W. H. Williams, Jr., both of Rock Hill. 

Dr. D. O. Rhame, Columbia, was recently inducted 
into the International College of Surgeons. 

Capt. Daniel W. Boone has assumed command of 
the Charleston Naval Hospital. Capt. John I. F. Knud- 
Hansen will serve as Chief of Surgery at the Charleston 
facility. 

Dr. John A. Siegling, Charleston, was recently elected 
President of the South Carolina Medical Care Plan 
(Blue Shield). 


TENNESSEE 


Dr. Glenn E. Horton, Memphis, recently partici- 
pated in New York on the American Medical Ass0- 
ciation Special Exhibit on Pulmonary Function and 


Continued on page 66 
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AVAILABLE NOW 


INCREASED POTENCY 
GREATER ECONOMY 


Dornwal ,. 


< 











impressively effective against tension headache” 


Dornwal 400 relaxes the musculature of the head and neck involved in tension headache and by 
doing so breaks the vicious cycle between psychological tension and muscular tension. Dornwal 400 
also relieves anxiety and tension states quickly and effectively, usually without sedation or drowsi- 
ness. It is particularly suited to the active patient because it is relatively free from side effects such 
as depression and depersonalization. Some patients are relieved of their symptoms in as little as 
half an hour. 


Dornwal 200 (amphenidone, 200 mg.), for similar conditions where lower dosage levels are adequate. 
Dornwal 100 (amphenidone, 100 mg.) is effective in the treatment of emotionally disturbed children. 


Supplied: Dornwal 400—400 mg. green scored tablets. Dornwal 200—200 mg. yellow scored tablets. 
Dornwal 100 (Pediatric) —100 mg. pink tablets. Bottles of 100 and 500. 








Pediatr 


atta Maltbie Laboratories Division a 
Wallace & Tiernan Inc., Belleville 9, N. J. ee eS 
*Dixon, H. H.; Dickel, H. A., and Dixon, H. H., Jr.: 








“Clinical and El yograp' pp 1 of Amino- . 400 0 8) 1100 
phenylpyridone,”’ Northwest Med. 60:277 (March) 1961. Doren Dei ae rein 
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Over 600,000,000 > 

_patient-days of 
effective, well-toler- 
ated antihypertensive 
therapy... = 


Rauwiloid 


alseroxylon, 2 mg. 


is still unexcelled 


Rauwiloid is an original development ot [Riteg] Northridge, 
California 











y “4 { TH { T { oe LE 7 
WHY GANTRISIN TS PREFERRED 
High urine levels are not enough: for successful eradication of urinary pathogens, the anti- 
infective agent must reach effective concentrations in blood and tissues, as well as in. the 
urine. Gantrisin does this. Unlike compounds that inhibit bacterial growth in the urine and 
on epithelial surfaces only, Gantrisin acts in deeper tissue layers, too. Effective against 
common urinary pathogens (including many resistant strains) and highly soluble at full 
pH range, Gantrisin may be prescribed with unhesitating confidence in acute and chronic 
infections and for routine prophylaxis. Reports in hundreds of journals and scores of text- 


books reflect the position of Gantrisin as a drug of choice in genitourinary infections. 


VSL Gh Gcie-] 401 a-mr- [ale Mme los-t-)-4-m an ielaaat-hale]anm-)'7-)it-] 0) (-melama-1e[6[-1-) om 0\-3/0]¢-m o]¢-1-101 a) eo) lalom 


IN GENITOURINARY INFECTIONS 
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He needs his muscles working properly— 


when they aren’t, he needs 


Trancopal 
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How to use 


Trancopalk- 


Brand of chlormezanone 


for 
painful muscles 





When a muscle is strained, it 
goes into a spasm that produces 
pain; this is followed by more 
spasm for splinting, and then 
more pain. 


When you prescribe Tranco- 
pal, you break this vicious cycle 
and relieve the patient's dis- 
comfort. Trancopal will ease 
the spasm and consequently the 
pain, and its mild tranquilizing 
effect will make the patient less 
restless. You can then start him 
on purposeful exercise or phy- 
sical therapy. 


In addition to its usefulness 
in syndromes resulting from 
overstraining (such as low back 
pain or tennis elbow), Tranco- 
pal will relax the spasm and 
pain that are features of torti- 
collis, bursitis, fibrositis, myo- 
sitis, ankle sprain, osteoarthri- 
tis, rheumatoid arthritis, disc 
syndrome and postoperative 
muscle spasm. Trancopal is 
available in 200 mg. Caplets® 
(green colored, scored) and in 
100 mg. Caplets (peach col- 
ored, scored ), bottles of 100. 


Dosage: Adults, 1 Caplet (200 
mg.) three or four times daily; 
children (5 to 12 years), from 
50 to 100 mg. three or four 
times daily. 


. 
ivithrop LABORATORIES 
New York 18,N.Y. 


1626M 
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High Tissue and 
Blood Levels 


High blood levels produce anti- 
bacterial activity in deep tissue 
at the focus of infections. 
SULFOsE containsthree independ- 
ently soluble sulfonamides to 
help protect against crystalluria. 

















MEDICINE 


Efficacy 
and 
Hconomy 
in 

Sulfa 
‘Therapy 


e SULFOSE is especially effective in urinary tract 
and upper respiratory infections 


e Bacteria resistant to antibiotics may respond to 
SULFOSE 


e SULFOSE causes fewer complications such as 
diarrhea, gastric upset, superinfections 


e SULFOSE permits reserving the antibiotics for 
severe, fulminating infections 


e SULFOSE is economical 


SUSPENSION TABLETS 


SULFOSE 


Triple Sulfonamides, Wyeth 
(Trisulfapyridimines: Sulfadiazine, Sulfamerazine, 


Sulfamethazine) 


For further information on limitations, administration, 
and prescribing of SULFOsE, see descriptive literature or 
current Direction Circular. 


Wyeth Laboratories Philadelphia 1, Pa. 
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E when G.I. patients 

= sd double up with pain... 
“2 double up on 

Al za SYmptomatic relief 


“ENARAX 


(oxyphencyclimine plus ATARAX®) 





In peptic ulcer and functional bowel distress 
ENARAX provides dual relief of symptoms: it de- 
creases acid flow and spasm...and relieves tension. 


Plus protection against flare-ups 
ENARAX works continuously... gives dependable 24- 
hour control, usually with b,i.d. dosage. 


Here’s how: ENARAX combines oxyphencyclimine, an 
inherently long-acting anticholinergic (no slip-ups 
due to coatings or timing devices), plus Atarax,* one 
of the best tolerated tranquilizers, to decrease ten- 
sion without increasing gastric secretion. The result: 
demonstrated success in 87% of cases.' 


Anticholinergics alone are often not enough. But G. |. 
complaints like ‘‘burning,’’ hyperacidity, pain, spasm 
and associated tension have one hopeful thing in 
common: they usually respond to your prescription 
for ENARAX. 


Dosage: The usual dosage is one ENARAX 5 or ENARAX 10 
tablet twice daily—preferably in the morning and before retiring. 
Maintenance dose should be adjusted according to therapeutic 
response. Use with caution in patients with prostatic hyper- 
trophy and only with ophthalmological supervision in glaucoma. 


Supplied: ENARAX 5 (oxyphencyclimine HCI 5 mg., Atarax 25 
mg.) and ENARAX 10 (oxyphencyclimine HCI 10 mg., Atarax 
25 mg.), bottles of 60. 
1. Hock, C. W.: Am. J. Gastroenterol. 34:293 (Sept.) 1960. 
*brand of hydroxyzine 


FOR HEMATOPOIETIC STIMULATION WHERE OC: 
CULT BLEEDING IS PRESENT: HEPTUNA® PLUS — 
Balanced Hematinic Formula 


New York 17, N.Y. 
Division, Chas. Pfizer & Co., Inc. 
Science for the World’s Well-Being® 
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Remarkably useful in a wide variety of 
inflammatory conditions, including: 
rheumatoid arthritis, spondylitis, 
osteoarthritis'*; gout,':’*; acute superficial 
thrombophlebitis®'°; painful shoulder 
(peritendinitis, capsulitis, bursitis, and acute 
arthritis of that joint)':’; severe forms of a 
variety of local inflammatory conditions.'':'?"" 


The physician should be thoroughly familiar 
with the dosage, side effects, precautions 
and contraindications of Tandearil before 
prescribing. 


Full product information available 
on request. 


more specific than steroids — Acts directly 
on the inflammatory lesion without altering 
pituitary-adrenal function...without 
impairing immunity responses.'':* 


more dependably absorbed than enzymes — 
Tandearil, a simple, non-protein molecule, 

is rapidly and completely absorbed,*:'* 
consistently providing effective blood levels. 
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Inflammation Takes Flight 
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anti-inflammatory 
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Geigy 


far more potent than salicylates — 
Anti-inflammatory potency of Tandearil 
markedly superior to aspirin.”:'® 


availability: 
Round, tan, sugar-coated tablets of 100 mg. 
in bottles of 100 and 1000. 


Geigy Pharmaceuticals 
Division of Geigy Chemical Corporation 
Ardsley, New York 


references: 

1. Graham, W.: Canad. M. A. J. 82:1005 (May 14) 
1960. 2. Vaughn, P. P.; Howell, D. S., and Kiem, 

1. M.: Arth. and Rheumat. 2:212, 1959. 3. O'Reilly, 
T. J.: J. Irish M. A. 46:106, 1960. 4. Cardoe, N.: 
Ann. Rheumat. Dis. 18:244, 1959. 5. Robichaux, E.: 
General Practice 24:14, 1961. 6. Brooke, J. W.: 
Western Med. 2:81, 1961. 7. Connell, J. F., Jr., and 
Rousselot, L. M.: Am. J. Surg. 98:31, 1959. 8. Brodie, 
B. B., et al., in Contemporary Rheumatology 1956, 
p. 600. 9. Stein, |. D.: Ann. N. Y. Acad. Sc. 86:307 
(March 30) 1960. 10. Barczyk, W., and Roth, W.: 
Praxis 49:589, 1960. 11. Miller, J. M., et al.: 
Antibiotic Med. and Clin. Therap. 7:109, 1960. 

12. Connell, J. F., Jr., and Rousselot, L. M.: Am. J. 
Surg. 97:429, 1959. 13. Summary of individual case 
histories submitted to Geigy. 14. Domenjoz, R.: 
Ann. N. Y. Acad. Sc. 86:263, 1960. 15. Smyth, C. J.: 
Ann. N. Y. Acad. Sc. 86:292, 1960. 16. Yi, T. F., 

et al.: J. Pharmacol. and Exper. Therap. 123:63, 
1958. 
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| ge easy to take the Sanborn 
“300 Visette®” along on your 
house calls because it is compact 
and weighs only 18 pounds, in- 
cluding all accessories. Modern electronics 
— transistors and printed circuits — make 
it rugged to withstand the wear and tear 
on a portable instrument. Yet even with 
such durability and compactness, there 
has been no sacrifice in accuracy, depend- 
ability, and performance. 

In addition to the portable model, San- 
born also offers the ‘£100 Viso’’, a handsome 
desk-top ECG with two speeds, three 
recording sensitivities and provision for 
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A ’cardiograph, 
portable as 
your “‘doctor’s 


recording and monitoring other 
phenomena. Its mobile counter- 
part, the ‘100M Viso’’, is easily 
rolled to the patient’s bedside in 
hospitals and clinics. 


Ask your Sanborn Branch Office or 
Service Agency for complete information 
on the no-obligation 15-day trial period 
and convenient time payments. Medical 
Division, SANBORN COMPANY, 175 
Wyman St., Waltham 54, Mass. 


Sanborn service lasts long after the sale 
... from people who know your ECG and 
value your satisfaction. 
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NEW! 


specific for 
improved 
circulation 


Gerilia 


NIACIN AND GLYCINE 


PROVIDES SUSTAINED WARMTH OF EXTREMITIES 


In patients with impaired peripheral circulation, Geriliquid warms cold hands and 
feet through rapid, safe vasodilation by niacin, and provides continuing sustained 
vasodilation and heat radiation by the thermogenic action of glycine. 





Other Benefits: 


@ Increases ability to walk farther with less pain 
@ Relieves pain, dizziness and faintness 
@ Improves appetite and brightens the mood 


Composition: Each 5 ml. contains: Niacin 75 mg., Glycine 
750 mg. in a sherry wine base. Contains Alcohol 5%. 

Dosage: One or two teaspoons three times daily before meals. 
Supplied: 8 oz. bottles. vaaee 


LAKESIDE LABORATORIES, INC. 


Milwaukee 1, Wisconsin 
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LIFTS 
DEPRESSION 
AS IT 
CALMS 
ANXIETY 








“I feel like my old self again!” Thanks to your balanced Deprol ther- 


apy, her depression has lifted and her mood has brightened up — while her 
anxiety and tension have been calmed down. She sleeps better, eats better, 
and normal drive and interest have replaced her emotional fatigue. 


Brightens up the mood, brings down tension 


Deprol’s balanced action avoids “‘seesaw”’ effects 
of energizers and amphetamines. While ener- 
gizers and amphetamines may stimulate the 
patient —they often aggravate anxiety and 
tension. 


And although amphetamine-barbiturate combi- 
nations may counteract excessive stimulation — 
they often deepen depression and emotional 
fatigue. 


These “seesaw” effects are avoided with Deprol. 
It lifts depression as it calms anxiety —a bal- 
anced action that brightens up the mood, brings 
down tension, and relieves insomnia, anorexia 
and emotional fatigue. 


Acts rapidly — you see improvement in a few 
days. Unlike the delayed action of most other 


® 
eos. QP WALLACE LABORATORIES/ Cranbury, N.J. 


antidepressant drugs, which may take two to six 
weeks to bring results, Deprol relieves the 
patient quickly — often within a few days. Thus, 
the expense to the patient of long-term drug 
therapy can be avoided. 


Acts safely—no danger of liver or blood damage. 
Deprol does not cause liver toxicity, anemia, 
hypotension, psychotic reactions or changes in 
sexual function — frequently reported with other 
drugs. 


“Deprol” 


Dosage: Usual starting dose is 1 tablet q.i.d. When neces 


sary, this may be gradually increased up to 3 tablets q.i.d. 
Composition: 1 mg. 2-diethylaminoethy! benzilate hydro- 
chloride (benactyzine HC!) and 400 mg. meprobamote. 


Supplied: Bottles of 50 light-pink, scored tablets. Write 


for literature and samples. 
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Where’s 
the arthritic 
this 
morning? 


The first long-acting oral steroid, Medrol Medules 
gives the arthritic patient therapeutic action that 
continues through the night. In many cases, 
morning stiffness can become a thing of the past. 

The slow, steady release of methylpredniso- 
lone often provides greater effectiveness, with 
less frequent administration and sometimes a 
reduced total daily dosage. 

Many of your arthritic patients, too, can wake 
up comfortable on Medrol Medules. 


Dosage: The following dosages are recommended in rheumatoid arthritis: 


Initial Maintenance 
I ace bliss bites Spite RE POM 656006 eeens 6 to 12 mg. 
Moderately severe ...... | I 4to 8 mg. 
Moderate ............. 2to 6 mg. 
Children 





h 2to 8 mg. 
With Medrol Medules, it may bt possible to reduce the total daily dose by %, 


*TRADEMARK, REG. U.S. PAT. “SF, COPYRIGHT *961, THE UPAOHN COMPANY NE, 1961 
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Thanks to 
Medrol 
Medules, 

he woke up 
comfortable 
and he’s 
already 

on the go. 


Indications and effects: Medrol benefits (anti-inflammatory, antiallergic, anti- 
rheumatic, antileukemic, antihemolytic) have been demonstrated in acute 
rheumatic carditis, rheumatoid arthritis, asthma, hay fever and allergic dis- 
orders, dermatoses, blood dyscrasias, and ocular inflammatory disease involv- 
ing the posterior segment. 

Precautions and contraindications: Because of Medrol’s high therapeutic ratio, 
patients usually experience dramatic relief without developing such possible 
steroid side effects as gastrointestinal intolerance, weight gain or weight loss, 
edema, hypertension, acne, or emotional imbalance. 

As in all corticotherapy, however, there are certain cautions to be observed. 
The presence of diabetes, osteoporosis, chronic psychotic reaetions, predispo- 
sition to thrombophlebitis, hypertension, congestive heart failure, renal insuf- 
ficiency, or active tuberculosis necessitates careful control in the use of steroids. 
Like all corticosteroids, Medrol is contraindicated in patients with arrested 
tuberculosis, peptic ulcer, acute psychoses, Cushing’s syndrome, herpes simplex 


keratitis, vaccinia, or varicella. 


Medules 
Cs ae 


Approximately 135 

tiny “doses” 

mean smoother steroid 
therapy 

Each capsule contains: Medrol 
(methylprednisolone) 2 mg. or 4 mg. 


Supplied in bottles of 30 and 100. 


“HE U°JO“N COMPANY, KALAMAZOO, MICHIGAN 
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presented a paper “Office Testing of Pulmonary Func 
tion” at this meeting. He was also a discussion leader 
before the Fireside Conference on “Respiratory Aci- 
dosis” held by the American College of Chest Physi- 
cians in conjunction with the AMA. 

[wo Vanderbilt University staff members have been 
named Associate Directors of the University’s Clinical 
Research Center. They are: Dr. Sam E. Stephenson, 
Assistant Professor of Surgery, and Dr. Grant W. Lid- 
dle, Associate Professor of Medicine. 

New medical staff members at the University of 
Tennessee College of Medicine include: Dr. Cecil B. 
Tucker, Lecturer in Preventive Medicine; and the fol- 
lowing Assistants: Dr. Donald Anishanslin, Derma- 
tology; Dr. Huey H. Porter, Otolaryngology; Drs. Tracy 
Levy, Alfred S. Nelson, and Vincent Discala, all in 
Medicine; Dr. William E. Sheffield, Anesthesiology; 
Dr. Rufus E. Craven, Surgery; and Dr. Claude D. 
Oglesby, Ophthalmology. 

Dr. Frank Roberts has returned to the University 
of Tennessee Medical Units as Associate Dean of the 
College of Medicine. 

Dr. John R. Sisk, Harriman, has accepted a surgical 
residency appointment at the University of Tennessee 
Memorial Hospital Research Center in Knoxville. 

Dr. Howard Farrar, Manchester, has been elected 
Coffee County Medical Examiner. 

Dr. Matthew Walker, Nashville, has been named to 
the Board of Hospital Commissioners of Nashville 
General Hospital. 
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The President of the New Tazewell Lions Club 
is Dr. William N. Smith, New Tazewell. 

Dr. William A. Nelson, Knoxville, has joined Baptist 
Hospital's Radiology Department. 

Dr. Nathan F. Porter, Greenfield, is President of the 
Greenfield Rotary Club. 

Dr. Telford A. Lowry is the new Mayor of Sweet- 
water. 

Dr. Lorenzo H. Adams, Memphis, has been installed 
as President of the Southeastern Society of Plastic and 
Reconstructive Surgeons 

Officers of the Upper East Tennessee Pediatric 
Association are: Dr. J. R. Bowman, Johnson City, 
President; Dr. Oliver W. Hill, Knoxville, Vice-Presi- 
dent; and Dr. Robert Meadows, Knoxville, Secretary- 
lreasurer. 

Dr. Albert Weinstein is President, and Dr. James 
Callaway is Secretary-Treasurer of the Nashville So- 
ciety for Internal Medicine. Both physicians are of 
Nashville. 


TEXAS 


Dr. Frank H. Kidd, Jr., Dallas, was recently hon- 
ored by an article in the Dallas News for his part in 
the planning of the Presbyterian Hospital in Dallas. 

New officers named by the Eighth District Medical 
Society include: Dr. Andrew Magliolo, Dickinson, 
President; Dr. H. K. May, Lake Jackson, Vice-Presi- 
dent; and Dr. Harry K. Davis, Galveston, Secretary. 


Continued on page 70 








for ointments 


Unna Boot 





Products of Particular Interest 


to the Dermatologist 


Nivea® Creme—Nivea® Skin Oil 
Basis’ Soap 
Elastoplast® 


Salicylic Acid Plaster 40% 
Aquaphor*—the better base 


GELOCAST*—ready-to-use 


AVAILABLE AT YOUR PRESCRIPTION PHARMACY. 


D U KE LABORATORIES, INC. 


SOUTH NORWALK, CONN., U. S. A. 
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three 

therapies 

of choice for 

infected /inflamed /painful 


ears 
Rarely Sensitizing 


‘AEROSPORIN’ 52‘, 


Comprehensive bactericidal/antifungal action — eradicates 
Pseudomonas and most other common causes of otitis. 
Hygroscopic; restores normal acid mantle. 

Each cc. contains: 

‘Aerosporin’ brand Polymyxin B Sulfate .......... 10,000 Units 
SMM oo oi oa, eG a Sam ok doh ixeacaahaake cease see ieee 1% 
Propylene Glycol q.s. Sterile 

Available in dropper bottles of 10 cc. 


“CORTISPORIN’ src: 


Broad-spectrum bactericidal action plus effective anti- 
inflammatory and antipruritic therapy. Eradicates most 
common causes of otitis; restores normal acid mantle. 
Each cc. contains: 
“Aerosporin’ brand Polymyxin B Sulfate .......... 10,000 Units 
ue one ohaaleud 5 mg. 
Hydrocortisone in a sterile, slightly acid, aqueous 

SUNN ois oro <p aiessanaae <iaces sim een senses 10 mg. 
Available in dropper bottles of 5 cc. 


‘LIDOSPORIN? scittion 


Acts quickly to relieve pain and itching associated with 
otitis externa. Bactericidal/antifungal action — eradicates 
Pseudomonas and most other common causes of otitis. Hy- 
groscopic; restores normal acid mantle. 

Each cc. contains: 

“Aerosporin’ brand Polymyxin B Sulfate .......... 10,000 Units 
Xylocaine* HC] brand lidocaine Hydrochloride (5%) 50 mg. 
Propylene Glycol q.s. Sterile 

Available in dropper bottles of 10 cc. 


*Reg. T.M. Astra Pharmaceutical Products, Inc. — U. S. Pat. No. 2,441,498 











Literature available on request. 


BURROUGHS WELLCOME & CO. (U.S.A.) INC., Tuckahoe, N. Y. 
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important new drug in the 
treatment of Amebiasis 





0% cures with ANAMEBA* 


Re-examinations four months 





(From Craig and Faust, 
Clinical Parasitology) 


19% INCIDENCE: ANAMEBA SPECIFIC 
FOR AMEBIASIS 


Frye and Lampert! recently studied the 
effect of Anameba in the treatment of 
asymptomatic Endameba histolytica 
carriers. They concluded that ‘‘Results 
of treatment . . . with Anameba in a 
group of 23 carriers of E. histolytica 
were excellent. No toxic reactions or 
side effects were noted among the 49 
subjects who received the drug... 
There was no nausea, diarrhea or other 
sign of toxicity or side effects.” 


RESULTS OF POST-TREATMENT STOOL EXAM- 
INATIONS FOR E. HISTOLYTICA 














No. Positive 
No. of Patients No. of No. Positive After First Course 
Examined Controls | Before Treatment of Treatment 
ee eae ae 


later showed 90% of 
the patients were 
still cured. 


8 DAYS OF TREATMENT RESULTS 
IN 909% CURES 


A single course of treatment (1 tablet t.i.d. for 8 
days) results in improvement or complete allevia- 
tion of symptoms. Relief of symptoms of abdominal 
distress and flatulence is prompt. No toxic reactions 
or side effects occur, and no alteration in diet is 
necessary during Anameba therapy. 


Each Anameba tablet contains: Iodochlorhydroxy- 
quin 125 mg., and Bacitracin-methylene disalicylate 
5000 U.S.P. Units. Supplied: In bottles of 24 tablets. 


When you suspect amebiasis—specify ANAMEBA. 
For additional information, please write our Med- 
ical Department. 


1. Frye, W.W., and Lampert, R.: Treatment of 
Asymptomatic Endamoeba histolytica Carriers with 
a Formulation of Bacitracin-Methylene Disalicylate 
and Iodochlorhydroxyquin (Anameba). (To be pub- 
lished in Am. J. Gastroenterol., October, 1960.) 


CHICAGO PHARMACAL COMPANY 
5547 N. Ravenswood Ave., Chicago 40, Ill. 
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where coughs 


this is where coughs often end / 


| Colds and contagion may find free expression with active in- 
| door groups. When coughs result, let Robitussin take a hand. 


This safe, sure, pleasant-tasting antitussive helps end coughs 
by increasing the patient’s respiratory tract fluid output. 
(RTF volumes exceeding normal by nearly 200% have been 
recorded in animal studies with Robitussin.)* Increased RTF 
benefits most coughers because it loosens, and helps bron- 
chial and tracheal cilia remove, irritating mucus and sputum. 
A Robitussin-treated cough then, is never abruptly or tem- 
porarily suppressed, but ends itself naturally by becoming 
more productive. Robitussin® is glyceryl guaiacolate, 100 mg. 
per 9 cc. dose; Robitussin® A-C adds prophenpy- 
nidamine maleate 7.5 mg., and codeine phosphate 
10.0 mg. per 5 cc. dose (exempt narcotic). 


*Cass, L. J., and Frederik, W. S., Am. Pract. Dig. Treat., 2:844, 1951. 


A. H. ROBINS COMPANY, INC. * RICHMOND 20, VIRGINIA 
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ROBITUSSIN 


© Bach 5 cc. (1 teaspoonful) contains: 
jacolate 100.0 mg 
Alcohol 3.5 per cent 
In a palatable aromatic syrup 
Expectorant — Antitussive 
ed in the treatment of cough due to colds 
kAdults—1 teaspoonful every three to four hon 
en—2 to 6 years, one-fourth of thé adult de 
6 to 12 years, one-half of the adult doe 
—Under 2 years. use as directed by phys 
tent cough may indicate the presence of s sem 
ees with such a cough or high fever should at 
i except as directed by « physician. 
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Continued from page 66 

Dr. H. H. Latson, Amarillo, is a new Fellow of the 
American College of Chest Physicians. 

Dr. Thomas D. Cronin, Houston, has been appointed 
representative of the American Association of Plastic 
Surgeons to the American Board of Plastic Surgery. 

Dr. Edwin G. Troutman has assumed his duties as 
the new Director of Medical Education at Harris Hos- 
pital in Fort Worth. 

Dr. Robert M. O'Neal has been appointed Profes- 
sor and Chairman of the Department of Pathology at 
Baylor University College of Medicine. He succeeds Dr. 
Stuart A. Wallace, who has retired as Chairman of the 
Department but who will continue in his position as 
Senior Professor. 

VIRGINIA 

Dr. Richard J. Ackart, Executive Director of Rich- 
mond Blue Cross-Blue Shield, has been chosen Di- 
rector of Professional Services for the American Hos- 
pital Association and Secretary of the AHA’s Council 
on Professional Practices. 

New members of The Medical Society of Virginia 
are: Drs. Richard H. Blank and Robert F. Selden, Jr., 
both of Charlottesville; Dr. Robert R. Bowen, Lynch- 
burg; Dr. Albert M. Dickson, Norfolk; Dr. Ulysses S. 
Gonzalez, Norton; Dr. Roger C. Grady, Roanoke; Dr. 
Robert A. Hamrick, Kecoughtan; Dr. Arthur J. Ken- 
nel, Stuart; Dr. Richard M. Lee, Ashland; Dr. James 
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R. McArton, Fredericksburg; and Dr. Emilio T. Valas- 
quez, Jr., Dumfries. 

Officers of the Virginia State Board of Medical 
Examiners are: Dr. John C. Watson, Alexandria, Presi- 
dent; Dr. Snowden C. Hall, Danville, Vice-President; 
and Dr. R. M. Cox, Portsmouth, Secretary-Treasurer. 

Dr. Ray A. Moore, Jr., Farmville, has been appointed 
to the Prince Edward County School Board. 

Governor Almond has named Dr. Richard A. 
Michaux, Richmond, to the Board of Visitors of the 
Medical College of Virginia. 


WEST VIRGINIA 


Dr. Walter E. Vest, Huntington, has been re- 
elected a member of the AMA Council on Constitution 
and By-Laws. Dr. Vest is a Past President of Southern 
Medical Association. 

President John F. Kennedy has appointed Dr. Ward 
Wylie, Mullens, as a member of the National Advisory 
Committee on Selection of Physicians, Dentists and 
Allied Specialists. 

The West Virginia University School of Medicine 
has announced the following changes in its faculty. Dr. 
Ruth M. Phillips has been named a Clinical Assistant 
Professor of Pediatrics. Dr. Edward G. Stuart is Assist- 
ant Dean of the School of Medicine. He was also 
promoted from Assistant Professor to his present aca- 
demic rank of Associate Professor of Pathology. 











Washington Square 


LEA & FEBIGER - New Books and New Editions 


Visit Us At Booth E-17 ® 


Wintrobe—Clinical Hematology 
By MAXWELL M. WINTROBE, M.D., University of Utah, 
College of Medicine, Salt Lake City. 1186 pages, 7” x 10”. 
265 illustrations and 50 in color on 19 plates. New 5th 
edition. $18.50. 


Boyd—A Textbook of Pathology 
By WILLIAM BOYD, M.D., University of Alabama; 
Emeritus, University of Toronto. 1370 pages, 7” x 10”. 
792 illustrations and 20 plates in color. New 7th edition. 
$18.00. 


Silver—Radioisotopes in Clinical Practice 
By SOLOMON SILVER, M.D., College of Physicians and 
Surgeons, Columbia University, New York. New. Ready 
January, 1962. 


Behrendt—Diagnostic Tests in Infants and Children 
By HANS BEHRENDT, M.D., New York City. Illustrated. 
117 tables. New 2nd edition. Ready January, 1962. 


Hollander—Arthritis and Allied Conditions 
8 Section Editors. 30 Contributing Editors. Edited by 
JOSEPH LEE HOLLANDER, M.D., School of Medicine, 
University of Pennsylvania. 1306 pages. 417 illustrations. 
6th edition. $20.00. 


Fleming, D’Alonzo and Zapp—Modern 

Occupational Medicine 
Edited by A. J. FLEMING, M.D., F.A.C.P., and C. A. 
D’ALONZO, M.D., F.A.C.P., E. 1. duPont de Nemours & 
Company. Associate Editor: J. A. ZAPP, Dm, &.. & 
duPont de Nemours & Company. 587 pages. 66 illustra- 
tions and 1 plate in color. 36 iables. New 2nd edition. 
$12.00. 


Loftus—Meaning and Methods of Diagnosis 

in Clinical Psychiatry 
By THOMAS A. LOFTUS, M.D., Associate Professor of 
Clinical Psychiatry, The Jefferson Medical College, Phila- 
delphia. 169 pages. New. $5.00. 


Dallas, Texas e 


LEA & FEBIGER 


November 6-9, 1961 


Soffer, Dorfman and Gabrilove— 

The Human Adrenal Gland 
By LOUIS J. SOFFER, M.D., F.A.C.P., State University of 
New York College of Medicine in New York City; RALPH 
I. DORFMAN, Ph.D., Boston University Graduate School; 
and J. LESTER GABRILOVE, M.D., F.A.C.P., State Uni- 
versity of New York College of Medicine in New York 
City. 591 pages. 79 illustrations and I plate in color. 20 
tables. New. $18.50. 


Moyer and Brest—Hypertension: Recent Advances 
Edited by JOHN H. MOYER, M.D.,; and ALBERT N. 
BREST, M.D., Hahnemann Medical College and Hospital, 
Philadelphia. Approx. 630 pages. Illustrated. New. Just 
ready. 


Ferguson—Drug Therapy 
By FRANK C. FERGUSON, JR., M.D., Professor of 
Pharmacology and Chairman of the Department of Pharma- 
cology, The Albany Medical College of Union University, 
Albany, New York. About 400 pages. New. Ready 
January, 1962. 


Epstein—The Spine 
A Radiological Text and Atlas. By BERNARD S. EP- 
STEIN, M.D., Albert Einstein College of Medicine, 
Yeshiva University, New York. About 550 pages, 7” x 10”. 
750 illustrations on 388 figs. New 2nd edition. Ready 
January, 1962. 


Levinson and MacFate—Clinical 

Laboratory Diagnosis 
By SAMUEL A. LEVINSON, M.D., Ph.D., University of 
Illinois Research and Educational Hospitals, Chicago; and 
ROBERT P. MacFATE, Ch.E., M.S., Ph.D., Board of 
Health, Chicago. Approx. 1200 pages. 250 illustrations 
and 11 plates in color. More than 100 tables. New 6th 
edition. Just ready. 


Philadelphia 6, Pa. 
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SUPERIOR SYSTEMIC ANTI-INFLAMMATORY ENZYME 


to control inflammation, swelling and 
pain in SURGICAL TRAUMA, fractures 


and traumatic injuries. Reaction of tissue 
to surgical procedures and acute trauma delays 
healing through inflammation, edema and retarded 
absorption of blood extravasates. Timely use of 
Chymar minimizes these reactions—edema sub- 
sides, inflammation is suppressed, and absorption 
of extravasates is expedited. In the treatment of 
wounds, Chymar effected relief of pain, decrease in 
edema, and absorption of hematoma in 90% or more 
of patients.’ In a study of 491 surgical cases, it 
was frequently observed that ‘post-operative 
wound ‘hardness’ had disappeared in 10-14 days." 
In cosmetic surgery, results with supportive 
Chymar “were remarkable.”? And in traumatic 
injuries Chymar has consistently relieved pain and 
swelling, speeded healing of damaged tissue.‘ 


the systemic 
route to 


1. Morani, A. D.: J. Med, Women's Fed. 
42:12, 1960. 2. Cigarroa, L. G.: J. Internat. 
Coll. Surgeons 34:442, 1960. 3. Moore, F. T.: faster 
Brit. J. Plastic Surg. 11:335, 1959. 4, Per- 
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ARMOUR PHARMACEUTICAL COMPANY 


KANKAKEE, ILLINOIS 


Originators of Listica® 





Chymar: for one thing 
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Chymar Aqueous and Chymar (in oil) contain crystallized chymotrypsin, a proteolytic 
enzyme with systemic anti-inflammatory properties. Each cc. of Chymar contains 5000 
Armour Units of chymotrypsin, 0.18% methyl paraben, 0.02% propyl! Paraben, 2% 
aluminum monostearate, q.s. sesame oil. Each cc. of Chymar Aqueous contains 5000 
Armour Units of chymotrypsin, 0.9% sodium chloride, 0.2% calcium acetate, 0.01% 
thimerosal, q.s. Water for Injection. ACTION: Reduces inflammation of all types; reduces 
and prevents edema except that of cardiac or renal origin; hastens absorption of blood 
and lymph extravasates; helps to liquefy thick tenacious mucous secretions; restores 
local circulation; promotes healing; reduces pain. INDICATIONS: Chymar is indicated in 
respiratory conditions such as asthma, bronchitis, sinusitis and rhinitis; in accidental 














trauma to speed reduction of hemat: bruises ;ininflammatory derma- 
toses to ameliorate acute inflammation in conjunction with standard therapies, in gyneco- 
logic diti th ically or in junction with antibiotics in pelvic inflammatory 





disease; in surgical procedures as biopsies, G.1. surgery, hernia repairs, hemorrhoidec- 
tomies, plastic surgery and thrombophlebitis; in peptic ulcers and ulcerative colitis as an 
adjunct to diet, antispasmodics, antacids, etc.; in genitourinary disorders as epididymiti 

orchitis and itis; in eye iti as acute tivitis, traumatic edema, 
hematomas, and eye surgery, in dental and oral surgery as fractures of the mandible 
or maxilla, alveolectomies, denture fitting, and multiple extractions; and in 
as in episiotomies, breast engorgement, and thrombophlebitis. PRECAUTIONS: Chymar 
and Chymar Aqueous are for intramuscular injection only. Although sensitivity to chymo- 
trypsin is uncommon, reactions to anti-inflammatory enzymes have been observed. The 
usual remedial agents (epinephrine, corticotropin (HP* ACTHAR Gel), antihistamine, 
aminophylline, etc.) should be readily available in case of untoward reactions. Precau- 
tions (scratch testing for Chymar (in oil), scratch or intradermal testing for Chymar 
Aqueous) should be exercised in those patients with known or suspected allergies or 
sensitivities. As with any foreign protein, patients may develop sensitivity from repeated 
injections. It is, therefore, recommended that the above precautions be considered 
prior to administration. In further treatment of those patients in whom a previous in- 
jection of chymotrypsin produced signs of possible sensitivity, such as localized edema 
and erythema at injection site, urticaria, conjunctivitis, etc., particular care must be 
exercised. INCOMPATIBILITIES: With usual agents, none known—e.g., compatible 
with antibiotics and anesthetics. DOSAGE: 0.5 cc. to 1.0 cc. deep intramuscularly once 
or twice daily, depending on severity of condition. Decrease frequency as course of 
condition is altered. In chronic or recurrent conditions, 0.5 cc. to 1.0 cc. once or twice 
weekly. SUPPLIED: Chymar in Oil 5 cc. vials and Chymar Aqueous 1 and 5 cc. vials; 5000 
Armour Units of proteolytic activity per cc. “Highly Purified. 
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CLASSIFIED ADVERTISEMENTS 











POSITION WANTED—M. D. experienced in general 
practice, insurance and industrial work wishes location 
solo or clinic, industrial, government or state. Will 
consider other institutions or position as college or 
school M. D. Contact: ATE c/o SMJ. 


POSITION AVAILABLE—Internist wanted, position 
available November 1, 1961. Board eligible or certified. 
To be one of two internists in established seven man 
clinic. Guaranteed salary initially with subsequent 
partnership. Address: Dr. Daniel W. Hayes, Sellers & 
Sanders Clinic, 4414 Magnolia, New Orleans 15, 
Louisiana. 


FOR SALE—Elegant miniature bookplates 1 9/16” x 
1 3/4”. Gold gummed paper, black ink. Personalized 
with handsome script initial and your full name (or 
any three short lines). 125 packed in plastic box $3.00 
postpaid. Satisfaction guaranteed. Samples on request. 
Manhattan Exclusive, Box 296H, Brooklyn 1, N. Y. 


WANTED—Florida licensed ophthalmologist, Board 
eligible. South Florida location: 45,000 population, 
unopposed. Contact: PRW c/o SMJ. 


WANTED—Pediatrician to associate with busy well- 
established, young pediatrician, in rapidly growing 
Atlanta suburb. Superb hospital, residential, cultural, 
social facilities; Modern, new medical building; 
eventual partnership. Box AAA c/o SMJ. 
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NEVADA—Senior Psychiatrist—Salary: Range A, up 
to $15,408, requires graduation from approved medi- 
cal school plus five years psychiatric experience or 
completion of residency approved by A.M.A.; Range B, 
up to $16,980, requirement same as Range A_ plus 
board certification by A.B.P.N. Vacancies exist at the 
State Hospital located in a suburb of Reno and in the 
community health program in Reno. This is an ex- 
cellent opportunity to become associated with a revo- 
lutionary and progressive mental health program with 
a great deal of community awareness and acceptance. 
These programs are supported by generous funds made 
available and supported by the legislature and an en- 
lightened progressive governor. Positions are situated 
in the center of recreational and cultural area including 
the State University and is only one hour via air from 
San Francisco and other near-by metropolitan areas. 
Apply: State Personnel Director, Carson City, Nevada. 
WANTED—Psychiatrists or general practitioners in- 
terested in psychiatry, prefer board certified or eligible; 
2,000-bed, active, fully accredited neuro-psychiatric 
hospital; full-time staff supplemented with Medical Ad- 
visory Committee, consultant and attending physicians; 
salary range $10,635.00 to $13,730.00, plus 15% if Board 
certified; excellent retirement and fringe benefits; 
must be U. S. citizen, graduate of approved medical 
school, and have current license (any State). Contact 
Manager, VA Roanoke Hospital, Salem, Virginia. 


WANTED—General Practitioners, interested in Psy- 
chiatry. Vacancies exist for several full-time staff 
physicians. Experience in psychiatry not required. 
Salaries commensurate with medical training and ex- 
perience. Up to $13,510. Federal fringe benefits. Apply 
to: Manager, VA Hospital, Augusta, Georgia. 





Out-Patient Clinic and Offices 


James A. Becton, M.D. 


P. O. Box 2896, Woodlawn Station, Birmingham 6, Ala. 


HILL CREST SANITARIUM 





Established in 1925 


FOR NERVOUS AND MENTAL DISEASES 
AND ADDICTION PROBLEMS 


James Keen Ward, M.D. 
Phone WO 1-1151 and WO 1-1152 
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C AULDRON Give immediate relief from heartburn and gastric 

distress with Al-Caroid. The fine-particle dispersion 

of balanced antacids in Al-Caroid quickly neutralizes 

BUBBLE excess gastric acid. The enzyme Caroid added to the 

Al-Caroid formula prevents interruption of protein di- 

GASTRIC gestion. When antacids raise the pH of stomach contents 

pepsin is inactivated, but the enzyme Caroid contin- 
: TROUBLE ues protein digestion in AL ( AROID 

alkaline or acid media. p 

ai antacid powder or tablets 

1152 

















American Ferment Division * Breon Laboratories Inc., New York 18, New York 
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VITA-FOOD 


Genuine - Grain Grown 


BREWERS’ YEAST 


U. S. P. 





RICH SOURCE OF 
NATURAL WHOLE VITAMIN B COMPLEX 
NUTRITIONALLY COMPLETE PROTEIN 











VITAMIN FOOD CO., INC. 





TUCKER HOSPITAL, INC. 


212 West Franklin St. 
RICHMOND, VIRGINIA 


A private hospital for diagnosis and 
treatment of psychiatric and neurologi- 
cal patients. Hospital and out-patient 
services. 


(Organic diseases of the nervous system, 
psychoneuroses, psychosomatic disorders, 
mood disturbances, social adjustment prob- 
lems, involutional reactions and _ selective 
psychotic and alcoholic problems.) 


Dr. JAMEs ASA SHIELD Dr. WEIR M. TUCKER 


Dr. Georce S. FULTZ, JR. Dr. AMELIA G. Woop 














BRAWNER’S SANITARIUM 


(ESTABLISHED 1910) 


2932 SOUTH ATLANTA ROAD, SMYRNA, GEORGIA 


For the Treatment of 


Psychiatric Illnesses and Problems of Addiction 


MODERN FACILITIES 


Approved by Central Inspection Board of American Psychiatric 


Association and the Joint Committee on Accreditation 


Jas. N. Brawner, Jr., M.D. 
Medical Director 


A.oysius I. MiLLer, M.D. 


Phone HEmlock 5-4486 
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BRONCHIAL ASTHMA 
comprehensive relief in seconds 


4 
é 


Ln 
aid in expulsion of tenacious mucus 





*y 


effective shrinkage of 


edematous bronchiolar mucosa 


i) IBRONIKG MIENER 


pocket-size antiasthmatic aerosol that is more than just a bronchodilator 


CLEARS AND DILATES WITH MINIMAL SIDE EFFECTS 


Bronkometer is a synergistic combination of isoetharine (a new bronchodilator); 
phenylephrine (bronchodilator-bronchovasoconstrictor-decongestant); and thenyldia- 
mine (bronchodilator-antihistamine). These agents reinforce each other to give asthma 
patients a significant increase in vital capacity. 

Because a smaller amount of each active agent is required than would be necessary 
if each were administered separately, Bronkometer has a wide margin of safety. And 
the pocket-size aerosol, complete with measured-dose valve and oral nebulizer, allows 
the use of the ideal route of administration for combating acute attacks. 

(Also available: Bronkospray®, antiasthmatic solution for use in a conventional nebulizer.) 


Bronkometer delivers at the mouthpiece 200 measured doses of: 350 mcg. isoetharine methane- 
sulfonate (0.6%); 70 mcg. phenylephrine HCI (0.125%); and 30 mcg. thenyldiamine HCI (0.05%) 
with inert propellants and preservatives. Average adult dose is one or two inhalations. Occasion- 
ally, more may be required. Even though Bronkometer has a wide margin of safety, the usual 
precautions associated with the use of sympathomimetic amines should be observed. 

Bibliography: 1. Spielman, A. D.: Evaluation of a New Antiasthmatic Compound Aerosol, in press. 
2. Lands, A. M. et al.: The Pharmacologic Actions of the Bronchodilator Drug, !soetharine, J. Am. 
Pharm. A. (Scient. Ed.) 47:744 (Oct.) 1958. 

For full information on Breon’s five antiasthmatics, see pp. 538-539 of the 1961 Physicians’ 
Desk Reference pilus the 2nd, 3rd or 4th quarterly supplement. 


a full line of antiasthmatics designed to meet every patient's need Rx Products Division, Breon Laboratories Inc., N.Y., N.Y. 
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which curve 1s longer: 





Fascinating . . . how one curved figure seems to be longer than the other—even 
when you know they’re both the same. 

Two oral penicillins can be just as difficult to compare. If only the price of the 
drugs were to be considered, the choice would be clear. But isn’t it what a 
drug does that counts? 


V-Cillin K® achieves two to five times the serum levels of antibacterial 
activity (ABA) produced by oral penicillin G.! Moreover, it is highly stable in 
gastric acid and, therefore, more completely absorbed even in the presence of food. 
Your patient gets more dependable therapy for his money . . . and it’s therapy 
—not tablets—he really needs. 


For consistently dependable clinical results 





prescribe V-Cillin K in scored tablets of 125 and 250 mg. ui 
V-Cillin K, Pediatric, in 40 and 80-cc.-size packages. Each 5 cc. a 
(approximately one teaspoonful) contain 125 mg. (200,000 units) 
penicillin V as the crystalline potassium salt. 





V-Cillin K® (penicillin V potassium, Lilly) 
1. Griffith, R. S.: Antibiotic Med. & Clin. Therapy, 7:129, 1960. 














133273 


Product brochure available; write Eli Lilly and Company, Indianapolis 6, Indiana. 


D 


m\ 


ii daily tablet of Mi licel 


(sulfamethoxypyridazine, Parke-Davis) 


effective 24-hour sulfa activity with a single dose 


« economical, convenient—helps preclude omitted doses...lets patient sleep through the night « rapid 
absorption, slow excretion — provides dependable bacteriostasis in urinary tract and other infections caused 
by sulfonamide-sensitive organisms + low dosage, high solubility—reduces the possibility of crystalluria 


Indications: Gram-negative and gram-positive infections such as urinary tract, respiratory, and soft-tissue infections and 
bacillary dysenteries. Note: When prescribing MIDICEL, physicians should be guided by the usual precautions observed with 
other sulfonamides and bear in mind the nature of side effects commonly associated with these agents. See medical 
brochure for details of administration, precautions, and dosage. Supplied: MIDICEL (3-sulfanilamido-6-methoxypyridazine) 
is available as quarter-scored tablets of 0.5 Gm., in bottles of 24, 100, and 1,000. seeet 
and for children... Midicel Acetyl Suspension (N'-acetyl sulfamethoxypyridazine, Parke-Davis) 


e delectable butterscotch flavor « only one dose a day. Contains equivalent of 50 mg. 
Midicel per cc.; in 4-0z. bottles. 





PARKE, DAVIS &4 COMPANY. De 














